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PREFACE TO THE EIGHTH EDITION 

Tup majority of the illustrations and illustration blocks having been 
destroyed by enemy action, I found myself in much the same position 
as 1 was fourteen years ago, when I was confronted with the task of 
illustrating this, my first book. "WTien I reflected upon the difficulties 
and disappointments, let alone the hours of work spent in obtaining 
these pictures, the possibility of being able to replace them quickly 
seemed remote. 

Once the task ^vas commenced I found that years of experience 
in illustrating, facilities afforded me by Miss K. C, Clark, of Ilford 
Limited (Radiographic, Technical and Demonstration Dept.), and 
finding some of the old negatives, all helped m transforming this 
gloomy prospect into one of hope. Moreover, as the resurrection 
proceeded, new ideas occurred to me, and I grafted them into the 
book. In this connexion it is a great pleasure to record the help 
I have received from Mr. Alan Todd, Mr. T. B. Mouat, and 
Mr. Robert Kennon, 

During the preparation of this edition my inspiration has been 
that the resurrected Physical Stgm should be an improvement on the 
one which was destroyed. The publishers, under enormous handicaps, 
have produced the book in a manner which upholds their high 
traditions. 

I am under a great obligation to Messrs. W. D. Lovelock-Jones, 
S. Bradshaw, I. Pajme-James, and A, S. Mallam for their m^Tiluable 
services in correcting the proofs. A glossary of the old anatomical 
nomenclature with the new equivalent has been added to this edition, 
and I have to thank Mr. J. Bower for great help in its compilation. 

H. B. 


149 Hurley Street, W.i. 
May, 1942. 



FROM THE PREFACES TO PREVIOUS EDITIONS 


There is a growing tendency to rely upon laborator)- and other 
auxiliarj’ reports for a diagnosis. A former chief, to whose clinical 
teaching I am for e\er indebted, was wont to picture the modem 
graduate of medicine, when summoned to an urgent call, driving up 
to the patient’s house followed by a pantechnicon containing a fully 
equipped X-ray installation, and a laboratory with a staff of assistants. 
Without these aids the future doctor would be unable to formulate 
a diagnosis. The history', and phj'sical methods of examination, 
must always remain the main channels bj' which a diagnosis is made. 

This work had Us origin in a series of demonstrations gi\cn to 
students at the Liverpool Royal Infiimary, commencing In 1921. For 
some years I thought over the possibility of producing the substance 
of these demonstrations in book form, and in 1926 I finally set to work, 
Messrs. John Wright & Sons Ltd. producing the tolume in 1927. 
Since that time many thousands of copies have been put into circula- 
tion. With each edition we ha\e tried to improte the work, the 
objecthe always being to protide a manual which e\en the very 
beginner can understand. 

The book has never presumed to be a’ complete treatise on clinical 
surgery ; its scope is clearly set out in Chapter I. I have always 
intended it to be what its name implies— demonstrations — hence the 
pictures. 
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DEMONSTRATIONS OF 
PHYSICAL SIGNS IN CLINICAL SURGERY 


CHAPTER I 
INTRODUCTORY 

The making of a surgical diagnosis resolves itself into seven stages — 
usually not more than three or four of these vvill be found necessary. 

1. The taking of a history, and the genera! observation of the 
patient. 

2. The elicitation of physical signs. 

3. A mental process on the part of the surgeon, whereby J and 2 
are sifted and correlated, and a logical conclusion is drawn. 

4. A differential diagnosis is entertained ; this is also a mental 
process — largely one of exclusion, but reinforced when possible by 
further physical signs. 

5. A confirmatory scientific test — usually performed by a colleague 
X-ray, chemical, bacteriological, and histological examinations. 

6. The more accessible parts of the interior are rendered visible 
by ingeniously constructed tubes, such as the cystoscope, sigmoido- 
scope, and cesophagoscope. 

7. An exploratory operation is performed. 

If a diagnosis is still found wanting after the seven stages and 
combinations thereof have been exploited, there remains but one 
court of appeal — the post-mortem room. 

The seven stages may be termed the ' surgical crescendo It is 
mainly taith the second stage and the latter part of the fourth that this 
book is concerned. 

“ If It is a question of doubt in diagnosis, you may often obsen,-e that 
one man solves the doubt when the others <»uld not, and the way in which 
one man liappencd to solve it » this: he applied to the diagnosis of the 
case some method of c.xamination which the others had not applied." 

C. B Lockwood, Chntcal Surgery. 


Chailis (I Loci 


,Ss4-igi«. ^ BariiulO’i 
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Armamentarium. — few simple implements are necessary ; 
their cost is small. Practically all the apparatus employed in the 
descriptions uhich accompany this work are shown in Fig. i. The 
only pieces of apparatus omitted from the picture are a stethoscope 





CHAPTER II 


SOME BASIC PHYSICAL SIGNS 

Before commencing the subject of physical signs it is desirable to 
dwell for a moment upon that basic principle of clinical surgery — 
comparison. When it is possible to compare an injured or diseased 



Fit 2 — Tbe nghi vrn ii >U(hlly swoUtn wwl enlais^d veini «r« vi>ibl« on 
tbit Cue of ipontanMKii th i tmb o m of lh« lUlUrr ytin. An nample of 
tbi value of companion. 


member or side uith the corresponding normal member or side 
(F^, the pppQrtutuly should be seized greedily. Throughout the 
book it is assumed that this principle will be observed studiously by 
the reader. 
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THE LOCATION OF PAIN 

Whenever pain is a 
feature of the case, it is 
an excellent practice to 
instruct the patient to 
point to the site of the 

Fig. 3 — Patient pointing 
to the ftite of the pain. Caae 
of tenraa elboir. 

pain. More often than 
not he will indicate an 
area vaguelj', or com- 
mence to rub the part. 
Ask him to place one 
finger on the spot where the pain is felt mo«t (Fig. 3). 

I make great use of 
this pointing test, and 
often go further and insist 
on the patient palpating 
the area himself in order 
to find out if there is a 
tender place ; only after 
the patient has completed 
his physical examination 
do I commence mine. 


Fig. 4 — Leiding I3*mp'e» 
of referred piin. 

The possibility of 
pain being referred should 
be to the fore in the 
clinician’s mind. Notable 
examples are the initial 
pain of acute appendicitis 
which is referred to the 
umbilicus (p. 214), left 
shoulder pain from sub- 
diaphragmatic irritation 
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(pp. 23s, 240), pain in the knee referred from the hip (p. 273), and 
pain from the tongue referred to the ear (p. 43). (Fi^. 4.) 


LOCAL TEMPERATURE 

A sign of great value in early cases of inflammation is the 
increased heat of the affected part. A good method of testing for 



Fig i — Tming local wmrefamra m tbe cat* o( ih« kcwe.jomt The hand ii piaied 
rapidly from the non>efT«(«d to the efTected aide and back again 


this, but one which requires a little practice, is to pass the hand rapidly 
from the n on-affected to the affected are a, 
and back agaim Tig. 5 shows such a 
manceuvre being carried out in the case 
of a knee-joint. 

Sir Thomas Lewis advises that before 
attempting to detect differences of skin 
temperature, the .obsers'cr should see that 
his hand is warm by pladng it against his 
neck. Sir TKomas recommends that the 
dorsal, rath er than the palmar, surface of 
the hand should be used, and the best 
testing surface for delicate ob sen^ati ons is 
the dorsa l surface of the m iddle phalanx 
of thTBSced finger {Fig. 6). 



Sl« IVoMAS Lcutr, Cenirmporary rAjnnoii m Clurgr^ Zfrparrmntt </ Chmeal Rttrarth, Umiriuty 
Ceilfgt jMJaa 
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PITTING ON PRESSURE 

In order to confirm a suspicion of ctdema, pressure is exerted 
by th^thumb in the qase of a massive infiltra tion (e.g., the legs), 
whilst in a localized swelling the index finger is used . Pressure 
is maintained for lo to 15 seconds. If the sign is positive, a pit 
will be seen at the spot where the pr^surc-w as-exerted {Fig. 7). If 
visible depression is doubtful, the palmar surfaces of the fingers are 
passed over the area, for minor degrees ofjiittirig are sometimes better 
felt than seen. If the area is tender (e.g., indammatory oedema), 
the index finger is used, and 
increasing pressure is exerted 
slowly. 

The interpretation of 
the sign is that the tissues 
are infiltrated with fluid. 

“ CEdema gives rise to a 
soft pitting, while if pus 
be present, inHnratifin ean 
always be. felt. If this 
fact is borne in mind, many 
embarrassing mistakes will 
be avoided ” (Kanavel). 

EUCITATION OF FLUCTUATION 

Fluctuation is the most elementarj', and probably the oldest, 
sign in surgery. Yet how frequently one secs this sign attempted 
in such a manner as to render the result futile and %-aluclcss 1 The 
technique is described by Howard Marsh thus : — 

“ Fingers straight, a little flexed upon the metacarpals ; the 
number of fingers depends upon the size of the su'eJJing — usually 
the index finger of each hand is sufficient.” 

Always test for fluctuation in t^w planes at right angles to each 
other. To illustrate the necessity of this basic principle, the familiar 
experiment of fluctuation across the normal thigh may be taken. 
Fluctuation through the quadriceps, or any other muscle, can be 
elicited in a transverse direction; if, houcTCr, the experimyit is 
repeated in the longitudinal axis of the limb, the sign of fluctuation 
will be negati\e {Fig. 8). 



Fit- 7— Pit OB prtuun on the back of an odcBiatoui 
basd. Cwe of tbranbcoia of axiUan reia. 


Allan B KANAvai, i 874-J9 j 3. Preftsur af Snrger), Katlhm/em [ nirt'jiJ}, 
HowAao MiasH, 1839-1915. Se'S/t*. SI Bertisbaier'f Haiptl4l. LtmJcn 
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We wjI! proceed to examine a sweUin^ of moderate size for 
fluctuation. The pulp of the tip of the left forefinger is placed 
half-way between the 
centre and the periphery 
of the swelling. This is 
the ‘watching^^ngei!»ji«d 
it is kept mottonless throug h- 
out the procedure {Fig. 9). 

The right forefinger is 
now placed upon a point 
at an equal distance from 
the centre, diagonally 
opposite the first. This 
is the ‘displacing finger’. 

If the * Watching finger ’ 
is displaced by the pres- 
sure exerted by the ‘ dis- 
placing finger* in both axes 
of the *tt'e//i«^,then fluctua- 
tion is present, and we 
know that the swelling in 
question contains fluid. 

There is a second method of eliciting the sign which is suited 
particularly to small swellings. The technique is illustrated in Fig. 10. 
The two fingers of the left hand we the * wa tchin g fingers ’ and should 
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be kepi motionless. ITiis procedure must also be tried in two phnes 
at right angles to one another before pronouncing the sign posititc. 



When a swelling is mobile in a soft surrounding medium (c.g., a 
cj’st of the breast), it is necessary before testing for fluctuation, to 
tave the lump ‘ fixed ’ by an onlooker {Pis. J i). 
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Does a lipoma fluctuate? This is a vexed question, and one 
which puzzles the stud ent co nsiderably. It can be stated emphatic- 
ally that many lipomata do fluctuate. Fluctuation spells_ fluid; fat 
is fluid at body tem peraf ure. ^lipoma superficial to the deep fascia 



Fit i> —Fluctuition could b( dcmoiMiraitd from A to 6, but not from 8 to C. 
Thit proved thK tii« itvcllmg A -a »fi« a diw ri\d« d prepatellar bunt and the iwellinp C 
a dnwndad infrapatellar burta 


(the usual situation) is an e!em e*^nny hor-oiien jts 

hbulalion can be made out. A lipoma beneath the faseja is_often 
exceedingly difficult to diagnose, because fluct uation can be elicit^, 
and the overlying fascia masks its lobulation. 
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tense, and is situated in a semi-solid medium (the thyroid tissue 
with its colloid vesicles), whilst._the_J-SQlit C adenoma is but an 
aggregation of tiny c}’sts — the colloid-filled spaces which constitute 
the neoplasm. “ 

The sign of fluctuation is unreliable in a swelling tsnth a diameter 
of less than three-quarters of an inch. In sucH lcases P aget’s test 
may be tried. Paget's test ; A solid is most hard in its centre, whereas 
a c)'st is least hard in its centre. 

TRANSLUCENCY 

The electric torch has materially aided the routine application 
of this veiy useful sign, which, if positive, often sheds light upon the 
nature'of a swelling {Fig. 14 — see also Figs. J57, 313, 314, 315). 



Fit. 14- — A cfitic bysnema. Tbe mSj btCbasUr tmulucect rKcCis; 
of tbe o«:k. 


There is one trap which must be boraedn mind constantly, and 
that is ‘ normal skin illumination * {Fig. 15). Unfortunately, it is not 


Si jAua PaCIT. 1814-1897. Svinn, Sl RetpiiaS, ienis*. 
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possible always to wxtrk with a lamp of exactly the same candle 


power. It therefore behoves us 
always to make a point of trying 
out what is the * normal skin 
illumination’ for the lamp. If 
this precaution is neglected, 
this very valuable and absolute 
sign becomes unreliable. In a 
strong light, especially in the 
summer sunlight, the sign should 
be elicited in the shade of a 
screen. In doubtful cases the 
room must be darkened, or, if 
possible, the patient taken to a 
dark room. (See also pp. 20^1-5.) 



Fit- 15 —Nornitl ikih illuimiution. 


n\L 

I 


ENLARGEMENT OF SUPERFICIAL VEINS 

Enlargement of superficial veins (other than varicose veins of the 
lower extremity) are often a significant guide to underlying pathology. 
Leading examples (Fig. 16) are as follows : — 

Enlarged External Jugular Veins are 
seen in singers, due to continued endeavour 
to reach the top note. If the enlargement 
is unilateral it may be due to the vein being 
® partially occluded in the supraclavicular 
fossa by enlarged glands or subclavian 
aneurj'sm. 

Enlarged Veins over the Thoracic 
Inlet are sometimes the key to the diagnosis 
of a retrosternal goitre (ire p. 89). 

Inguino^nxillary Veins. — If there is 
an obvious superficial venous communica- 
tion between the axilla and Scarpa's triangle 
on both sides it is evidence that the inferior 
vena cava is obstructed. If only one side is affected it indicates that 
there is pressure on the common or external iliac vein on that side. 

A ^ries of Superficial Venules over the Costal Margin 
suggests contraction of the diaphragm. They are seen, therefore, in 
cases of chronic bronchitis, emphysema, or phthisis. 


Fig- 16 — A *) 7 np<i«iiu 
•ignificint enUrged •upecficial 
veint. A. Cotcal margui, B, 
Inguino-*xjUary, C, Umbilical, 
O, Tnntveraa fHpraptibie. 


AnTomO Scw^. iTOiSja. AiuUm.ii gnj £,i>xem, VrticJ 
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The Caput Aledusae. — Radiating \eins issuing from »the 
umbilicus can be taken as posithe cs-idence of obstructi6n"tb the 
portal system. 

The TransTerse Suprapubic V'ein is the communication 
benveen the hypogastric (or internal Iliac seins) of one side of the peMs 
uith those of the opposite side. If this vein is apparent, it usually 
means that in the female there b an o^’arian or uterine tumour 
impacted in the pehns ; in the male that there is a carcinoma of the 
prostate which has burst the prostatic capsule (Jardine). 

CREPITUS 

There are several varieties of crepitus, each being a sign of 
fundamental diagnostic importance. 

Bone Crepitus. — Grating of the fragments on movement of a 
broken bone is diagnostic of a fracture. The crepitus of a separated 
epiphysis is similar, but softer in character. 



^ ez£atuwt^ Ac iacc'jotftt toe crep/rv*. 


Joint Crepitus. — ^The joint is mo\ed with one hand whilst the 
other hand is laid o\er the joint {Fig, 17). Coarse crepitations 
usually signify osteo-arthritis. Fine crepitations are present in 


Mepre* one of the three Gortons chose fimr hast was turned snto tnahrs {Creek seiytholofyy 
FlUNClS E. JutPixE, ConJempoeary Sueteoss^ Rojat Ii^rmory, SJtnhitrik. 
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many sub-acute and chronic joint affections. A stethoscope applied 
to the joint renders these crepitations distinctly audible. 

Crepitus of Tenosynovitis is found over i nflamed tendon-sheaths 
when elision has taken place. One of the best examples is the 
traumatic tenosynovitis found in the extensor tendo n-sh eaths of 
the forearm. The hand is laid on the arm above the wrist, and the 
patient is instructed to open and close 

site of el ectio n for a t raumatic tenosynovitis is t he.p_oint \vhere 



Fit — 'ttning for ercpitut in rutprccrd tenosftwriM The *ite ef eleelian of 

IraumiUC tenoiynoviua i* depicted aboee the Mtcnik of ibe intet. 

E C R B — Estenaor carpi radialit brevia 
E C R.L — Extcntor carpi radialn longtii 

the extensor poHicis brevis and abducto^;^ poHicis fongus cross the 
extch^res carpi ra'dwiii longus and brevis (Fr^. 18, inset), and this 
region should be sought for and examined uith particular care in 
obscure cases of pain near the wrist. 

The Crepitus of Surgical Emphysema is seen commonly as a 
complication of fractured rib,:. The broken rib penetrates the lung, 
and air extravasates into the subcutaneous tissues. When the 
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fingers are placed on the affected area and ^glu_pressure is 
exerted, a peculiar sensation trhich defies ^^ription _is_ noted. 
Surgical emphysema sometimes extends Widely. I have seen a case 
where crepitus could be elicited from the angle of the jaw to the 
scrotum. 

Crepitus similar to the above is foimd in gas ga^rene, and also 
occasionally in subcutaneous effusions of blood. Sometimes tj'pical 
surgical emphysema is found after saline has been administered by 
the subcutaneous route. 


THE PULSE 

Details of examination of the pulse are dealt with thoroughly 
in medical works. A few points of especial surgical importance 
are noted here. 

1. Always regard with a «min_amount_ of suspicion the pulse 
reading of a patient immediately he has entered hospital. He is likely 
to be excited and nervous. A readi ng r Fenr>* minutes later is-more 
likely to register accurately what we desire to know, 

2. Remember that the normal pulse*rate varies with age. This 
IS most important, especially when dealing with children. It is 
futile to count the p ulse«rate o f a baby if you do not know 
what the normal reading should be ! I have found. stud£nts. and 
not a few postgraduates, who were quite unpossessed of this 
knowledge. 

The Nor>ul Pulse Reuiing 


Age in years 

Pube-rafe per minute 

Fcctus , . 

.. 135-140 

0- I 

.. 134 

X- 2 

.. 117 

3 - 4 -• 

.. 108 

5-9 

.. 98 

9-ix 

.. 91 

12-13 

.. 88 

16-17 

..80 

19 - 19 + 

.. 72 (men)' 


So (women) 


3. Frequent pulse readings are of consid erabl e assistance in the 
diagnosis of internal haemorrhage. By a frequent pulse reading I 
do not mean a fou r-hourly char t, but an hourly, or even half-hourly, 
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record. This chart is best kept on a separate piece of paper. For 
example: — 


3.30 pjn. 

82 

(On aJmjssion) 

4. 0 pi». 

Bo 

- 

4 30 pro. 

88 

- 

5 - 0 pm 

90 

- 

5.30 pn>- 

108 



■ OprratiOD upon (case of ruptured spWs). 


4. Frequent pulse readings are of p aramo untjunportance in the 
management of cases of head injury. A gradual slowing of the 
pulse-rate is of such diagnostic importance that it is advisable to 
make a r outine practice of an hourly or half-hourly pulse chart in 
cases of severe head injury (see p. 64). 

5. If the pulse can not be fe lt, try the other wrist; occasionally 
an anomaly of the radial artery makes even a full pulse difficult or 
i mpossible to feet. Should one be unsuccessful in feeling the pulse at 
either wist, try the brachial or carotid a rt eries. . When the pulse 
is too rapid to be coumed, a stethoscope applied to the precordial 
area will usually e nable the heart-be ats to be counted. If, in spite 
of treatment for an hojir, thVpulse”at‘ the wrist remains too weak 
to be felt or too rapid to be counted, no matter how bright the 
patient may appear he almost alt ^'ays dies. [See also Feeunc the 
Pulse in the Lower Ejctremity, Chapter XXX.) 

VOMIT 

One meets people who, after inspecting a dish containing vomit, 
wisely pronounce that it is * anaesthetic vomit \ ‘ peritonitis vomit 
and so on. Personally, I am only able to recognize : — 

1. The vomit of ingested material. 

2. Vomit containing blood : (a) Containing a varying percentage 
of recently shed blood ; (A) Containing blood-clot ; (c) Containing 
altered blood and blood-clot. 

3. Vomit containing bile. 

4. ‘ Facal ’ vomit. 

5. Vomit containing feces. 

6. A peculiar vomit associated with acute dilatation of the 
stomach. 
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Far be it from me to under-estimate the value of inspecting the 
vomitus. It is necessary-, however, to emphasize that in most 
instances it is asking too much to attempt to formulate a diagnosis 
by its aid alone. 

Sometimes there is doubt as to whether the spedmen contains 
blood or dark bile. Dilute it with water. If it is bile a green tinge 
tvill become apparent. 

Vomit containing old blood-clot which has become disintegrated 
has been aptly called ‘ coffee-grounds * vomit. Unfortunately the 
term is much abused, and it is not uncommon to find es’ery dark 
vomit reported as ‘ coffee-grounds *. Here again, dilution with water 
will sometimes clear up the nature of a doubtful specimen. 

It should alwaj-s be borne in mind that red wine or medicine 
contdning iron may gi\e rise to a ‘coffee-grounds* appearance of 
the TOrait, 

‘ Fzcal* vomiting is found in late intestinal obstruction. It U 
distinguished from other \ omits, not by its appearance, but by its 
odour. Vomited tea may look like f*cal vomit. 

Vomit containing formed feces is seen rarely, and must signify 
that there U a communication between the trans\'erse colon and the 
stomach, unless the patient is a coprophagist. 

The peculiar vomit associated with acute dilatation of the 
stomach is considered fully in Chapter XXJII (ree Ftg. 374, 
P- 235)- 

The witnessing of the act of vomiting is occasionally of some 
value in obtaining data upon which to base a diagnosis ; for instance, 
it may be noted that the vomitus is ejected forcibly, as in the projectile 
vomiting of infantile p}-Ioric stenosis. 

raccup 

Hiccup is sometimes of considerable surgical significance. 
Occurring in the course of peritonitis, repeated hiccup often means 
that the diaphragmatic peritoneum has become inflamed. Hiccup 
is a fairly regular accompaniment of advanced urxmia — even one 
diaphragmatic contracture may giix the clinician a lead. On bearing 
the characteristic sound he should ask the patient to proavde his 
tongue. If the tongue feels less moist than normal there is a strong 
probabihty that further investigation will prove that the blood-urea 
is high. 
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THE TONGUE IN RELATION TO THE PATIENT’S 
GENERAL CONDITION 

The tongue is a well-known indicator of the patient’s general 
condition ; the astut^i clinician of days gone by never omitted its 
careful scrutiny 'fhe very way in which the patient responds to 
the request ‘ put out your tongue ’ may give some valuable information ; 
there is no mistaking protrusion of a tongue which has been practised 
in front of a mirror by a hypochondriacal patient. 

A coated tongue, as everyone knows, is indicative of constipation 
or a gastro-intestmal upset, and the tongue is rarely clean in cases 
of inflammatory intra-abdommal lesions. So it comes about that 
a coated tongue is some confirmatory evidence of appendicitis. 



^ ilur u> ail <nUtK^ ]irosut« 

Ilonever, a coated tongue is so often seen m habitual smokers and 
mouth-breathers as to render its significance of little moment. 

A smooth, red longue is often seen in cases of prolonged sup- 
puration, and It IS sometimes called ‘ the hectic tongue 

In suigical practice it is the relative dryness of the tongue which 
makes it a most valuable indicator. In intestinal obstruction, uremia, 
and dehydration from any cause, the tongue is dry and brown. 

In inUsUnnl obstruction a dry, brown tongue is of grave omen. 

In urcetnia the tongue is dry, and moderate degrees of this 
drj’ness can only be determined by touching the protruding tongue 
^s^lh the finger (rig. 19). 

(For exammation of the diseased tongue see p. 40.) 




CHAPTER HI 


S031E GENERAL PRINCIPLES IN THE EXAMINATION 
OF JOINTS 

Gait may be an aid to dagnosif. 

1. The shuSe everted toes of a person tweme fiat- 
foot is so rfiaraclcristic as to be depicted on the tnutit halls 

2. The vaddie of a case of bilateiaJ cxKiseidtal dislocation of the 
hip cannot fail to attract attention, and the limp in tinilztcral cases 
is fairly charactcTinic {Fig. 20}. 



20 — V'nrjlpJ CTi o pe nfal aiiijtoa* fT,— Tit “tattm gar* 

tbr hijL C^-^er ^ithac-) Q,eOc*» ■iMtaei. 


3. The toddle of a pznent -with paralttis agitans as hurried 
because the centre of grzs-iw is too far fortrard, and he is tnmj 
to ieep up ■nitb it- 

4. Asbonle20Testhepatientalimp'nhicJicanbere?»2nizede2^y- 
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5. As the patient walks, a stiff knee causes the affected leg to be 
swung outwards or else the shoulder to be shrugged. 

6. The ataxic gait of tabes. The patient keeps his feet widely 
apart, lifts them abnormally and bangs the heel violently on to 
the ground. 

7. A high-stepping gait is seen in some neurasthenic states, 
strychnine poisoning, and foot-drop from any cause. 

8. The scissors gait of spastic dipJe^a (Litth's disease) (Fig. 21) 
is a sign of considerable importance. Progression is accomplished 
by a series of circular steps. 

9. The gait in cerebellar tumour. The patient walks as though 
endeavouring to maintain his equilibrium on a rolling ship, to which 
may be added the further similarity of a sudden lurch, usually to 
the side of the lesion (Campbell Thomson). 

to. Intermittent claudication, or intermittent limping, is a pre- 
monitory sign of impending gangrene. A muscle m activity requires 
more blood than a muscle at rest, and consequently, when a patient 
with endarteritis begins to walk, if the demand of the muscles for 
more blood cannot be met by the hardened arteiy, the muscles go 
into cramp, and the patient thus limps intermittently. 

EsamJnatlon of a Joint. — Observe the position 
of the affected limb. A recently inflamed joint 
takes up the position of greatest ease. For instance, 
if the hip-joint of a cadaver without rigor mortis 
is injected under pressure, the leg vvlll become 
flexed, abducted and externally rotated; this is 
the position of greatest capacity of this joint, 
which in other words is the position of greatest ease 
(Fi". 22). 

If, from physical signs, a diagnosis of subacute 
or chronic arthritis has been made, and there is no 
history of an accident, then : — 

j. F.xamine other joints. 

2. Test the urine (two-glass test, tee p. 187). 

If possible, supplement by prostatic massage {see 
p. 198). This will help to elimirute gonorrhoea as 
the cause. 

3. Examine the teeth and gums for pyorrhaa, 
but do not jump to any ctmclusions concerning 
this. 



W'tU-LVM JoKM LiTTU, rhyuam, LaiJim Uufnat. 

llWBOiT Cwirsm. Thomson, iS70-i«40, nyuam, alakDtux LonJox. 
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4. Limitation of all the 
movements of a joint indicates 
arthritis of that joint. Restric- 
tion of certain movements only, 
suggests an extra-articular lesion 
(Sir Robert Jones). 

5. A painless flail joint, 
often associated with effusion, 
should bring to mind neuro- 
pathy (Charcot’s arthritis) {Fig. 
23). Do not miss it by forget- 
ting to test the tendon-jerks and 
the reaction of the pupils. If 
the latter findings do not agree 
with the former, take trvo test- 
tubes, fill one \rith hot water 
and one with cold, and lest for 
the appreciation of temperature 
by the limbs {Fig. 24). Tem- 
perature appreciation is lost in 
syringomyelia. Further tests 
are made in the laboratorj* 
(Wassennann reaction, Kahn 
test, and blood-coagulation time) 
and by radiography. 


6 When a joint is inflamed, e\ en after a comparatively short time, 


eg., a week or ten days, 
wasting of neighbouiing 
muscles occurs. This 
wasting affects certain 
groups of muscles in a 
constant and characteristic 
distribution ; for instance, 
the quadriceps when the 
knee-joint is involved 
{Fig. 25), and the deltoid 
in the case of the shoulder. 
Minor degrees of this mus- 



cular wasting can only *4.— Test 

be determined by accurate ttm ** 


bot, and the other tnib told. 


Sir Rosest Jonu iSsS-1933 5Rr2tofi Xtyat Soiithtrm HoifitUl, LnrrparJ 
JEAN-%LuiTlN CkarcoT 1823-1891 P/iftiew, SJpltrure, Paru. 

AlXitST TOV Wassebmann iS66 1925 Drnelor, iasMvtt ^ EiftTnaental Therafi}, Btrhn 
Reuben L Kahn, Coatrmportoy Ba^lrriolcgi’t, (Tanttsii; tf ilichtgan V S_4. 
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mensuration, using identical points on the uvo sides. For this 
purpose the metai tape measure sbou-n in Fig. i is very much 
better than one made of linen, for it obviates errors due to ‘ drag.’ 



Auscultation of Joints. — Auscultation combined with passive 
movement of a joint may reveal a very early stage of roughness or 
grating not recognizable by other means. In the earliest stages fine 
hairhke crepitations are heard, especially at the end of complete 
flexion and extension. The sites of auscultation should be chosen so 
as to be as free as passible from hair. The follou'ing are the best 
situations for applying the stethoscope : (i) Over th.e flexor surface 
of the wrist ; (2) Over the radio*ulnar joint ; (3) In front of the 
shoulder ; (4) Over the mandibular joint in women, but a little in 
front of it in men ; (5) Over the most prominent part of the mternal 
condyle of the femur- (Walters.) 


CHAStES F. Walters Conimpomry Comulhng i?<oa< Infirmary, Bristol 
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LOCALIZED SWELLINGS 
The Diagnosis of a Lump. — 

Step 1 . — The first essential procedure is to leave no stone 
unturned in the endeavour to make certain in what anatomical plane 
the Jump is situated. Ask 
yonrself, " Is it in the skin, 
subcutaneous tissue, muscle 
(Fig. 26) or tendon, or bone, 
or is it attached to some 
particular organ ? ’’ 

Step 2. — Determine the 
physical characteristics of 
the lump, such as whether 
it is cystic or solid, regular 
or irregular, hard or other- 
wise. 


Fit 16— Ttu* tump i< not icachod to tbe tkoi. 

■od It oan be tnair«d be*W on the hunom. tVbcn 

the bleep* mutcle contnet* the limp imeee wnh the 
muscle With the biceps contneted the mobibtr of 
the tumour decreases Oispnous. Ssreoma of the 
biceps muscle. 

Step 3. — Having finished the 
examination of the case, if the diagnosis 
is still to seek, run through the follow- 
ing little catechism to yourself ; — 

1. Is the lump congenital ? If 
not — 

2. Is it traumatic? 

3. Is it inflammatoty ? If so, is 
it acute or chronic ? 

4. Is it neoplastic? If so, is it 
benign or malignant? If malignant. 
is it primary or secondary ? 

5. If it is none of these, a degeneration is about the only thing left. 
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Of the multitudinous variety of lumps which are presented to the 
surgical clinician for diagnosis^ the simplest is the sebaceous cyst. 
Manifestly the swelling is tn the skin. Because the swelling is often 
comparatively small it is not always possible to be certain whether 
it is cystic. Elementary as is the diagnosis, it is surprising how often 
a sebaceous cyst is misdiagnosed when it occurs m an uncommon 
situation. Sometimes an obvious punctum {Ftg. 27) settles the 
diagnosis without further ado. 

Throughout the demonstrations which follow, reference will be 
made to the diagnosis of lumps in various regions and particular 
organs, but before leaving this important subject it is necessary to 
demonstrate some physical signs of genera! application. 

The Sign of an Aneurysm {Differential Diagnosis of a Pul- 
sating Stcelling ). — It IS often a perplexing problem to decide whether 
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the pulsation of a swelling is transmitted from a neighbouring artery 
or if the swelling Itself is pulsating. 

Great help can be obtained by fixing u%o match-stalks with 
plasticine on to the skin overlying the swelling. 



r" 


If the pulsation is transmitted, 
the movements of the matches 
during each throb of the pulse are 
as shown in Fig. zS. It will be 
observed that they remain parallel 
with each other. On the other 



F>t — Cj'rrnout haetiiaiigiema at ihc town lip. 


hand, if the swelling is truly expan- 
sile, the excursions of the. indicators 
are as shown in Ftg. 29. 

It may be possible to compress 
the main artery abo\e the swelling. 
In the case of an aneurysm (Frg. 30), 
pulsations cease and the swelling 
decreases in size. 

It should always be remembered 
that a very rapidly growing vascular 
neoplasm, particularly a bone sarcoma, often pulsates very obviously. 

The Sign of Emptying. — ^\Vhen the swelling is compressed it 
dimishes in size considerably or disappears; when the pressure Is 
released, it refills slowly (Fig. 31). This is tAe sign of a eax'ernous 
hemangioma (Fig. 32), but it is also present in Ij-mphangiomata, and 
certain meningoceles, particularly those with a very narrow’ neck. 
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On a miniature scale, the sign of emptying is useful in the 
diagnosis of capillary nasvi, which blanch when the skin about them 
is put on the stretch. In this way tiny capillary nsvi can be distin- 
guished from Campbell de Mo^an spots {tee Fig. 273, p. 176). The 
latter are raspberry red, and do not show the sign of emptying. The 
spots, by the way, are of no clinical significance. They were at one 
time thought to suggest carcinoma. 

Hydatid Thrill. — Three fingers are placed on the swelling, the 
middle one is pressed firmly, and the lateral ones lightly. Then the 



Ftt }l— Te<(«i< for a triuid ttinl! 


middle finger is percussed firmly, and, after each stroke, the percussing 
finger is allowed to rest momenurily (Fig. 33). The ‘ hydatid thrill ’ 
is an after-thrill which is experienced in the adjacent two fingers. 

ON ‘SPOT’ DIAGNOSIS (-Sjya. ‘Snap* Diagnosis) 

As a rule, lightning diagnoses are to be disparaged ; often 
dramatic, they may prove dangerous. More reliance can be placed 
upon a conclusion based on data gleaned from touch as well as sight. 
However, there are conditions which should be apparent to the 
diagnostician almost immediately. Take, for instance, diffuse neuro- 
fibromatosis (moUuscum fibrosum) (Ftg. 38). If a student palpates 
one nodule, ponders, and then commences examining another of 
these subcutaneous swellings, it usually transpires that he has not 


SuTgran, ilufMtstx Hospital, Lo 
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recognized the condition. There are a number of lumps which can 
only be one thing, an’d if the clinician is familiar with it, an absolute 
diagnosis is forthcoming almost immediately. Naturally, with experi- 



Fif. 38 n«uroebro>a*totre (moUuscum Cbmum) 

ence, their number increases. The foundation of ‘spot’ diagnosis is 
to have encountered several exactly similar cases previously. Figs. 
34-37 illustrate some clinical entities which, once seen, can be 
diagnosed at almost lightning speed. 
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CHAPTER V 

SIGNS OF LOCAL INFLAMMATION; 
ULCERS AND SINUSES 


That redness, swelling, heat, and tenderness, to \\hich may be 
added loss of function, are the cardinal signs of inflammation was first 
expounded by Celsus. 


No better demonstration of 
the case of a simple boil. Where 



39 — ^utaceou* iniliru (HoijeMnl 


these signs can be given than in 
a boil ends and a carbuncle begins 
is nebulous, but there is no mis- 
taking a fully developed example 
of the latter. That the urine 
must be tested for sugar in cases of 
carbuncle and multiple boils cannot 
be repeated too often. Boils and 
carbunclesof the face have a sinister 
reputation, and the upper lip is the 
commonest site of this dreaded 
lesion {ste Fig. 113, p. 75). A 
virulent boil of the face may be 
mistaken for anthrax. Even In 


cases where the black central scab and surrounding vesicles 
make the diagnosis of anthrax (Fig. 39) practically certain, con- 
firmation by bacteriological examination of the serum from a 
vesicle is essential. 


CELLULITIS 

The part affected is swollen, tense, Mid tender. Later it becomes 
red, shiny, and bogg)'. Look for a wound, blister, or abrasion where 
organisms could have gained entrance. Examine the regional f)!!!- 
phatic glands for enlargement. After the local examination has been 
concluded, take the patient’s temperature. 

In the case of a child, where no obvious abrasion exists in the 
immediate vicinity, bear in mind Rutherford IMorison’s aphorism: 


At/REUUS CORhTUUS CELSU3, circa 30 B c -A D 38 . Haamn eocydoptedict and medica autherr. 
RuTMQiroto MotbcW, tSss-1939. Prefettar of Surgery, Vimtni!y af Durham 
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“ Cellulitis occurring in childrwi is never primarj’ in the cellular 
tissues, but secondary to an underlj-itig bone infection.” 

From the point of view 
of differential diagnosis, earl)' 
cellulitis may be said to have: 

1. No edge. 

2. No fluctuation. 

3. No pus. 

4. No limit. 

Cellulitis of the Face is 
sometimes difficult to distin- 
guish from erysipelas (Fij'. 40). 

In thi^ connection, Milian's 
ear sign may prove helpful 

Milian's Ear Sign — As 
facial erysipelas spreads, 11 in- 
volves the ear because it is a 
cuticular lymphangitis. On the 
other hand, all subcutaneous 
infiammations stop short of the 
pinna because of close adhesion 
of the skin to the cartilage. 

ACUTE LYAtPHANOmS 

Superficial Ij'rnphatic vessels can be seen as one or more red 
lines couRing up the limb {Fig. 41) to the regional lymphatic glands, 


Fij 4t — Acut€ lym- 
subcutfln- 
rixJ& over the 

■nguine) lympbatrc glandt 


which usually are enlarged and tender. Sometimes the initial lesion 
is so minute that it cannot be found even after a careful search. 




GlSrONMlLUV. CaiHemporary Hipmt San^-l^ts, Pant. 
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Cellulitis of the Orbit (Fig. 42) gives rise to proptosis, cedema of 
the eyelids, and cedema of the conjunctit'a (chemosis). It must be dis- 
tinguished from thrombophlebitis of the cavernous sinus (see Fig. 113). 



Ludrrig’s Angina Is cciluJitis occurring under the deep cervical 
fascia. In many instances of this condition the floor of the mouth 
becomes cedematous ; in Fig. 43 the longue can be seen displaced 
upwards by the swelling and cedema. On several occasions I have 
seen signs identical with Ludwig’s angina follow the impaction of 
a salivary calculus in Wharton’s duct; u'hen etamining a case of 
brawny cedema of the neck it is ■well worth palpating the floor of 
the mouth for a calculus (see p. 47). 


ULCERS 

When evamining an ulcer pay particular attention to the follow- 
ing points : — 

T/ie Shape — is it round,-mal. irregular, or serpigmous ?* 

* Serpiginous. Creeping hUe a lerpeat. Heahng in one phee nhile esteodmg 
m another. 
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The Edge. — ^This may b e sloping downwards towards the crater , 
undermined, pjmsllSi-QUt. or everted. 

The Floor. — ^The most typical is th e slough in a gummatous ulcer , 
which looks like wet wash-leather . 

The Base. — Whether indurated or attached to deeper structures . 

The Siirroitnding Tissues. — Look for signs of infla mmation, 
pi gmentatio n, or v aricosity. 

After examining an ulcer it is essential to consider its lymphatic 
drainage and the glands connected therewith. Sometimes these are 
involved obviously ; more often a s ^tematic and painstaking examin » 
ation by palpation is required. 

As seen diagrammatically in the f ollowing sketches ulcers are of 
four main varieties : — 


1. A tertiary syphilitic ulcer is punched out >• 

2. The so'Called septic ulcer has s loping edge s -v 

3. The tuberculous ulcer Is characterized fay under- 
mined edges — y 

4. A carcinomatous ulcer has everted edge s which, 

to the palpating fingers, feel hard 



The Hunterian chancre (primary sore) {Fig. 44) is a true ulcer . 
It is usually oval,Jias sloping edges, and exudes a discharge which is 
often blood-stained. 


When firsT’lnspeSeH^it 
is often covered by a 
crus t, removal of which 
reveals the base covered 
. with .pink, granulations . 
To the palpating fingers 
the ulcer is hard ; even 
when the lesion is pal- 
pated through the pre- 
puce the hardness is 
apparent — it has been 
likened to th e sensatipnpf 
feeling a buried button. 

The glands of the 



groin can be felt s^Ijghily 

enlarged; ‘ shntty .^ is the term which has been given to them. By 
‘ shotty ' we understand that the glands are hard and smal l. This is 


John Hunter, 172»-IV93. Surjrori. S(. flotpuai . tamUr tAe Slanunan Mat 

lisial Cellefi ej Surttota. 


heuaJact/u 





A gummatous ulcer i$ unotytionablv punchsd out . The.wash- 
leather base may contain one or more * islands * of normal tissue 
tvhich have Cicaped the gummatous necrosis. 


Fii 46 — Guxnms of tonsoc. 
Note the puiiched.cut ippeAnncc 
of the ulcer. 



A healed gumma gives a circular * tissue-pnppr ' RMr . which is 
strong evidence of a previous st'philitic infection. 

The punched-out appearance so characteristic of gummata 
{Fig. 46) is seen sometimes in varicose ulcers {Fig. 47) and often in 
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t rophic ulce rs, particularly perforating ulcer of the foot (Fig. 48) 
\vmch is assoaated wit h tabes and other diseases of the central nervous 
system. 



Fit 48— Perioratifl* ulwt 
ef the foe* in » eaie of taf ta 
donaba. 


A tuberculous ulcer nearly always has undermined edpes . This 
characteristic, as far as I am aware, is only shared by some bed-sores. 
When lupus \Tilgans, a very shallow t uberculous ulceratio n of the 
skin, 18 suspected, pressure exerted by a glass slide will reveal ‘ apple- 
jelly ’ nodules in or near the 
edges of the lesion. 

A carcinomatous ulcer can 
hardly be mistaken, especially 
after feeling its indurated, everted 


With rodent ulcers, particu- 
larly early ones, this feature of 
malignancy is not nearly so 
obvious. The fact that a rodent 
ulcer 13 usually situated above a 
line joining the angle of the mouth 
with the external auditory meatus 
(Fig 49) should put the cliniaan 




34 PHYSICAL SIGNS IN CLINICAL SURGERY 


on his guard. Its outline is circular, its edge, if not e\-erted, b 
definitely raised, and this heaped-up edg e often sho^^■s nodules 
possessing a peculiar pearl-like lustre . Minute venules in the edge 
of the ulcer are also characteristic. 

smusEs 

A point of great clinical significance is exuberant granulation 
tissue (‘ proud flesh *) around the orifice (Fig. 50). Almost without 
exception, this signifies that necrosis of bone is proceeding in the 
depths of the sinus. 


Probing of sinuses should, on the whole, be conde mned during 
clinical examination ; it should be done in an operating tKSlre. 
If necessary, an exception may be made in the case of bone necrosis, 
for probing is a valuable method of ascertaining if a sequestrum is 
loose. The sterile probe comes in contact with haid, bare bone- 
Bareness alone does not mean tbat it is dead ; the sensation of dead 
bone is that there is nothing whateoever bemeen the probe and xhe 
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bone. If the bone is bare bu t alive, the impression is that there is 
a film of soft material (granulations) between the probe and the bone. 
If dead bone be loose, pressure with the probe may cause it to move 
(Robert Milne). 

Multi ple indurated smuses^ especially about the lower jaw and 
neck, suggest actinomycosi s (Fig 51). 

Express a little of the pus into a te st-tube half full of water. 
Cork the tube and shdce vigorously. If cayenne-pepper granules 
(Fig. 51, inset), so characteristic of actin omy cosis, are present, they 
will soon sink to the bottom of the test-tube 



Fii St —ActifloniTeosis of 
the neck, fus expteeted from 
one of the tmueei ehowed 
eayenne-ptppet gnoule* (the 
hnle 4oca wtihin the dnf) el pu« 
ehotvn in (he (tnet, ntuch ii 
ectuel ..«) 



ROBtRt MlUif, Cenimperery Orlhopitdte 7%e linden Hoif 



36 


CHAPTER VI 
THE AiOXTTH 


The njultiplication of instniments^and appara tus designed to re>eal_hiddeQ 
patholopMl conditions so metimes makts the p ra ctitioner lam ent that he Iac}cs 
tagllit i e^ Of sficc iai exami^tio n. in me case orihe mouth this is certainly not 
true. Seated in his consulting room, en ned mth littl e tnore_than an electric torch 
and a spatula, lie can, jrhF~wiB.'beeoni e'a m asKr_of Jnwa^UCcaJJiiuigjrathology 
and dia^osis. for his opportunities _are unns^ed. 

For use in an examination of the mouth, Moo den spatuls, which 
are bought ready sterilizedliT boxes, are to be preferred. _After being 
used once the spatula is tbro\%;njii'’ay. 


v.it , 


EXAAIINATION OF THEJJES-AND THE BUCCAL OREFICE 
Abnonnalities of th e buccal o rific e are u sually obvious. If a 
Jiarfelipjs. present the c linician u ill inspect at once the roof of.the 
mouth to satisfy himself as to the 
integ rity of the p alate {tee p. 45). 

White linear scars radiating 
from the comers of the mouth 
suggest congenital sj’pMis, and 
should be suf Rcie nt to uiitiate a 
search for mhet. stigmata. A 
median crack in the lower lip is 
common in cold weather. In some 
individuals the crack becomes chron* 
icaUyJnflamed and bleeds readily. 

In examininga swelling or ulcer, 
the lip must be ev erted in order that 
its mucou s surface can be inspected 
£ 2 ). ThK^.2.*niti3rinn 
of the lip is c oncluded by palpation 
of the c er\ncal lym p hatic glands, 
paying particular attention to the 
submental group, w hich are often not easy to feel wrh enjonlv moderately 
enlarged. It is also worth while to smeh for enlargement of that.,- 
inconstant facial lymph-gland {yee p. 61) in three cases. 



of the town lip 
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EXAMINATION OF THE TEETH 
The teeth are_ing pected . The task of remembering when normal 
eruption occurs is aided cppsideiably -by-tbe diagrams here shown 



p't S3 — Th* d»te m momVrt of ih» Ftg 54— The date m scan of ihe 

ejupbon of each joolh of t)>« Bm drnattcn. miptiiw of each foOth ui the aecond denu- 


(Ffgs. 53, 54) It IS stated that absence- of the late/ai mciiors (not 
a very common abnormality) m a nipther.prg^i 8205 es to a cleft palate 
in her child. I have not been 


able to confirm this obser- 
vation. 

If the case is one-of ^ 
swelling in the jajv, careful 
attention to the dental formula 
may throw ]tghl_upon the 
diagnosis. If a missing tooth 
cannot be accounted for^Mher 
factors being_e.quab it is fairly 
good evidence that the swell- 
ing is an od ontom e (F/g. 55), 
a diagnosis which can be 
confiitned readily by radio- 
graphy. 

In a gastric case examin- 
ation of the teeth should never 



be omitted If the patient „ _a _ciy,ched . c\in,c»i 

wears a denture, insist upon <rf ’wfoom^, »Kich »»» iurr conhmfd 

it being removed before pro- 
ceeding with the exam^mation. Particularly note whether there are 
sufficient molars in jppjjo^tmn to carry out mastication efficiently. 
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Hutchinson’s Teeth are good confinnatorj' evidence of congenital 
syphilis. * *It is, if taken alone, by far the most valuable of the signs 
by which we recognize jn^adolescents the effect of inherited-syphijis” 
(Sir Jonathan Hutchinson) 
The teeth of the second denti 
don alone are aff ected, and 
onlj the upper Central incisor 
which ^ord indisputable e td 
dence of congenital sj’philis 
These teeth are smaller thar 
normal. They are peg-toppec 
— that is, broad er tow ards th< 
gum than at their free edge 
and notched {Fig. 56). Some- 
times these teet h are yello wisl 
in colour and marked* by trans- 
verse ridges, but I have ofter 
noted that Hutchinson’s teeth, while retaining the pep»top and th < 
notch, are highly polished, white, and unridged. 

Atoon's TVef/iJiciLpccasionaHy helpful in the diagnosis of congenital 
syphilis ; they are dome-topped (top is near the gum) first molata. 



Fit- 56 — Hutehuuon's t««h Irft 

eentnl inmor u (hvaomytu 


EXAMINATION OF THE GUMS 

In ordec .fn. e.xamine the gums the Jips_^must be everted 
fulfy. In^ py orrhoea the periodonta l membrane has given way. 
The gums have recede, con- 
sequently the teelh__appctr 
long. If the glims are pressed 
they bl eed re adilY..L^ some- 
times a bead of pus exudes. 

If the patient wyrs a 
denture, examine the gums 
with sp ecial reference to th e 
plate, which is removed for 
the purpose. Among condi- 
tions dij-eftly due to an ill- 
fitting denture is what is 
knoivn as a ‘ prosthetic* ulce r. 

Another condition due to the ^ 
irritation of th e dental plate* fton* « present 



Sir JoxathaS HinooNsoN, igiS-jgjj Surttmt, Tht Louden Hetpaal 
HdiRT Moov, jS 45 -i 89?. Dnl/J Swtnm. Guya LenJan. 
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is hyper plasia of the gum {F^. 57), a 
simulates a granulomatous epulis (fV^. 58). 
The Lead Line. — ^This Is a 


sign which requires looking for 
in certai n case s._ The *h hjg line ’ 
{Ftg. 59) if inspected closely will 
be seen to consist of a series of 
grey-black dots situ ate d about 
I mm. from the free margin of the 
gum. They arc best seen with the 
aid of a mag nif yin g'glass. 

Almost identical with the lead 
line is t he bism uth line. If the latter 
i s no UbejesulLof free u se of Bipp 
in a tvoujjd, some discrete inquiries 
should be made as to whether the 
patient has been receivin g treatme nt 
for ve nereal disease. Both the lead 
and bismuth lines seldom occur 
unless there is considerable p eer 
existing parodontal infection. 


swelling which closely 



5S —A gnnulwMWu* «putu. 



; EXAMINATION OF THE TONSILS 
The tongue is depressed with a sp atula, and, whilst the patient 
says ‘ Ah,’, the tonsils are inspected with the ^id of a pockeLJorch. 
Eversion of the anterior pillar of the fauces, and gentle massage, 
will sometimes reveal pus not otherwise pciiceuced — 
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Peritonsillar Abscess (Quinsy ). — Some de gree of t rismus may 
make the examination d ifficu lt Usually the abscess is mainH’ 



Fil 60. — Palpatuif t rnrof^OfTKCtal 
(bteew thiwgh the open meuch. In thit <as« 
(an idolcaontt the ebMCM u eeeendio' to 


/font The soft palate on that 
side is bulging and adematous. 
The anterior pillar ot the tauces 
is red and swollen. 

More rarely the abscess is 
behind the tonsJ , which is 
pushed forward It is, in fact, 
a pa rapharyngeal abs cess. 

Retropharyngeal Abscess. — 
The patient is usually an infant. 
By • depressing the tongu e, and 
examining the b^k of the throat 
in a good light, the posterior 
pharyngeal wall is seen to pro* 
trude. Ph aryjtgeal palpation 
(Fig. 60) may be necessary. 


EXAMINATION OF THE TONGUE 
Ask the patient to p ut out his tongue, and note whether 
the organ ts protruded in the middle line. If it is deviated, do 
not jump to a conclusio n, for often a patient will deliberately 



ft; 6 j — Pepoe or rfy«p«ptic ufcir of the tongue. 


rotate his tongue because he is trying., to show j'ou something on 
one side of it (Frg. 61). Ask the patient to put his ton^e straight 
out as far a s he can . We are now in a position to judge whether 
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there realiy is any_pathtxlogical anchoring of its mtisculature (ankylo- 
glossia) (Fig. 62). 

In the genera l examioation by inspection, a particular point to 
iook for is indentation of the tip and sides of the tongue. Indentations 
indicate that the org ati is sw ollen a nd m arked b y th e t eeth. Next, pay 
particular attemion to the doreum, which is, of course, normally 
covered by the filiform and fungiform papifhe. Because the tongue is 
fissured, do not jump t o the conclusion that the condition is neces- 
sarily syphilitic. CoTigemial tongue j Fig. 63) is not a 

very unc ommon condition; It^is 
believed to be the result of tongue- 
sucking in early childhood (John 
Thomson). Note that the fissures 
are mainly transverse, while rn 
syphilitic glossitis the fissunog is 
predominantly longitudinal (Fig. 

64). In chro^^super^^ial gh^jUs 
the normal surface of the dorsum 
of the tongue is lost, and m well- 
marked cases we see, the classical 
picture most graphical ly describe d 
by ButUn — *' the tont^e looks a s 
though it had been covered with 
white paint that had hardened, 
dried, and cracked ” (Fig. 6cl In 
early d oubtful, cases of chronic 
superficial glossitis press a glass 
slide on'the surf ace of the tongu e, 
viewed in this manner, thickened epithelium will appear more obvious. 

Now ask the patient to rotate the tongue upwards towards the 
roof of his mouth. This re veals the under surface of th e tongue and, 
incidentally, the fl oor of the mou th. 

An Ulcer is Present on the Tongue.— Before proceeding 
further, take a s wab_ and dry the toujgue thoroughly. The characters 
of the ulcer are then studied (see p. 30) In the case of an ulcer on 
th e side , or slightly on the under s^ace of the to ngue , pay particular 
attention to the possibility of a decayed or broken tooth or an irregu- 
larity on a denture being the causative agent. A denial ulcer (Fig. 
66) is often a precursor of a c ar^omMom ulcer (tig by). ' Palpation 
of the tongue is carried out with_a glove d finger,, and whilst the 



John Thomson. i8s&-j926. PJo’hoom. HmptUi Jv Sick CbUnn, £rfin6ur*/i. 
Sir Henry BimiN i845-i9>». Suiseon. St, Battkabvaa s fietpira! iomfcw. 
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manceuvre is in progress the ti p of th e tongue may be held in a 
swab in order to st ea dy t he but this is by no means alwaj^ 

necessaiy'. 

If there is no obvio us lesion to p atpate^he finger is passed gently 
over the whole of the tongue and the fioor-Qf..the m outh, 

Palpation of the back of the tongue causes retching, which can 
only be prevented by spraying or painting with a local anesthetic. 


hg 67 — CarcHMOia secondarr to • dmnl ulcer 



An experience d palp ator-xan pass the finger rapidly over this region 
and cTiciTTnformation before the pa tient retches ; on occasions, by 
this manceuvre a lesiqn is dis covere d which otherwise would have 
been misse d. 

It must be remembered that often lingual pain is referred to 
the ear, and patients with a n advanced carcinoma of the, tongue 
sometimes present themselves witfi a wad of cotto n-wool in one 
car, complaining solely of eara^e. The explanation of this 
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phenomenon is that the lingual nen'e has become involved and the 
pain is referred to the aunculo-t emporal nerve. No e.vaminat?on of 
the tongue is complete without palpatmg^thc cervical lymphatic 
glands systematically (see p. 78). 

EXAMINATION OF THE FLOOR OF THE MOUTH 
Ask the patient to put the tip of the tongue o n the roof of 
the mouth and to bend the head slightly fonva rcL Most peojjle 
understand these i nstruction s, but a few of the Iras intelligent patients 


Ftf. 68 -‘A taouU u uivanably tnnslucnv. 


r H — Uitcnl lubUnguiI domod 


seem quite unable to control the mo\emenls of the tongue, and this 
makes the exan unation difficult . 

A ranula can be recognized at once as a patently translucent 
cystic S\V^ng nfte p nf-a bluish tin ge {Fig. 68), situated to one side 
of the f^iuim, though on occa sions it exte nds under the franum to 
the opposite side . Often MTi arton’s d u ct can be s een-traversmg the 
dome of th e cy st. Ranulse are not a lways simple, and may extend 
into the de pths of the neck : w herefore carefully palpate under the 
jaw for an ext ension of the s pelling, and complete the examination 
by a bidigital palpation with one finger in the mouth and one beneath 
the jaw. 

Siiblir^ual derm oid cyst s can_be ei ther median or lat eral—fFig- 
69), and either above or below the mylohyoid. When above the 
mylohyoid, the opaque white cyst is discern i ble t hrough the_iiQn°^ 
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mucous membran es the opacity di ffers com pletely from the trans- 
parity of a ranula. 

In all cases the neck must be examined, and the swelhng'palpated 
bimanually {see Fig. 76). 

When the cyst is median, and below the mylohyoid, c onside r its 
possible relationship to the thjToglossal tr act (p . gi). 

When exanumng the floor of the mout^h for an xtlcer, inspect 
after drying with a stvab. Unless the ulcer is situated near the middle 
line it cannot be seen. Palpate th e floor of the mouth very thoroughly, 
sliding the finger uell back into the lateral sublingual sulcus. If 
this manoeuvre causes pain, and blood « seen on the examining finger, 
we cannot persist in the exaroiwtion ; but, other things being equal, 
it is highly suggestive of a carcinoma lurking within the depths of 
the sulcus. 

The floor of the mouth will be consldeced.further ia th? examin- 
ation of the subrnaxilUry salivary-gland (p. 4S). 

EXAMINATION OF THE PAI-ATE 

Examination of the palate is an instance-where pjty?ical_examina- 
tion is. facilitated by an ipfant crying. The more- the child cries the 
better the view obtained. If a cleft is present, determine its extent, 
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whether it xnvoh'es the hard or the soft_paiate, or both. That the 
more mature patient has a hole or cleft in the palate can be suspected 
when he addresses you in that peculiar explosive nasal voice nhich 
accompanies a leakage of the soundjivaves into the nasal cavity. 

Inspection of the Palate. — Ask the patient, to tilt his head 
slightly ba ckwar ds and to open his mouth to it^fullest_extcnt. If 
the light is good, the whole of the palate 
can be observed, and any abnormaL’ty 
detected_at once {Fig. 70). The height 
of the palatal arch varies with indiiiduals, 
a very high pabte being associated with 
a deviated nasal septum. A hole in the 
middle of the SQft.paIafe.(r/^. 71) is good 
presumptive evidence of preyious-syphilis 
(gumma). However, it is sometimes un- 
wise to jump to conclusions; if an 
operation for closure of a cleft palate has 
been only partially successful, a hole may 
be left in the middle I fne at the junction 
of the hard and the soft palate, and in the p^st such a case has 
beguiled a series of candidates for higher examinations . 

To touch th e soft p .alate,causes the normal patient to gag._^ The 
neiir asthemc pa tient allows the exami ning sur geo n to s troke his soft 
palate with impunity, and this knowledge may be used on occasions 
w'ith advantage {see Chapter XXXI). 

See also Examination’ of the Maxilla, p. 53. 



Fix 71 — a hale m the palace. 
W'aasenninn atmtslr posave. 


-J9»5, Btrt€>ar ^ lit laauatt f-j' Tirripr, Br^liM 
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CHAPTER Vll 

THE SAUVARY GLANDS 

EXAMINATION OF THE SUBMAXILLARY SALWARY GLAND 

An enl arged subm ajltllary salivary gland causes a swelling under the 
ramus of the mandible. If swelling is^not m evidence aMhe moment, 
and the patient volunteers Jhe information that it appears only before 



F(g — Enl c gt n it n c of the fubmuinarr 

•atlivary gland whioh ippesred after the pauent 

had tucked a lemon Casa of a atone m the 

pc«tenor third of Wharton a duel 



79 •"Ttibeiouloua cubmaaxUaty lym. 
pbademtu The twcUuig doea not vary ui 

aize and on bimanual paloabon there la no 

contigiKUs atktJImg in the Boor of the mouth. 


meals, send for a l emon and ask him to su ck a little of th^^e. An 
interesting and diagnostic .phenomenon may be witnessed 72, 

73) which is ptoafpositive that there is obstruction^o Wharlon!a-diict. 

Inspection of the Floor of the Mouth. — Th e orifices of Wharton’s 
ducts are inspected with the aid of a, pock et tor ch, and the two sides 
compared. In the majority of cas» of sahyary c alculus so me aberra- 
tion IS visible on the affecte d side . When secondary infection has 
supervened the ampulla is likely to be infla me d, and sometimes pus 
can be seen, exuding from t he d uct. Very occasionally a stone 
impact ed in the ampulla will be Q hsergetLfFtg. 74). 


TifOMAi Wkarion, i6h-x6t}, PAj^eatt, St TTmtiaft fUifHaJ, Zosdtfv 
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A dry swab is inserted jindecjh^tongue, and some lemon-juice 
is placed upon the dorsum. The patient is then asked to keep the 
swab in jriace with his iinger whilst he moves the tnngu p ab out until 
he tastes the juice. 

He is then instructed to open the mouth widely and to lift the 
tip of the tongue towards the roof of the mouth. The swab is 
removed and the dried floor of the mouth again inspected in a strong 
light. Normally, saliva can be seen flowing, occasionally being ej'ected, 



of Wbarcon't duct on the ngbt aide, but m 
( eft there la no aectecnm, for the po ete ii or 
of the duct u blocked by it calratoa 


from Wharton’s ducts. In cases of calculous obstruction there ivill be 
little or no secretion from the aiTected side {Fig. 75). If doubt evists 
as to whether the duct on one side is functioning, a pledget of gauze 
IS held over the orifice which is pouring forth secretion while the 
doubtful side is re-inspected. Steady pressure applied in the sub- 
maxillary triangle over the gland may produce a secretion or a purulent 
exudate m cases where the duct is partially occluded. 

Palpation of the Submazillary Salivary Gland. — ^As the 
submaxjllary gland is composed of tuo portions, a larger (cervical) 
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beneath and a smaller (buccal) above the mylohyoid muscle, there can 
be but one efficient method of etamining the whole gland, and that 
is by bimanual palpation (Fig^ 76). 

In the case of a doubtful swelling in the submaxillary triangle, 
if it is ascertained that there is a contiguous intrabuccal and cervical 
swelling, it is good evidence that the swelling in question is an 
enlarged submaxillary salivary gland. 



Ftg, 76 ^etTmnufJ of tlic lativsiry gtand. 


A Method of Palpating Wfaaeion’s Duct. — The patient’s head 
is flexed and mchned somovhat to the affected side, in order to relax 
the musculature. The index finger is inserted into the mouth, the 
pulp of the finger being, placed upon the internal surface of the alveolus. 
The finger is passed backwards, following the alveolus, until its 
posterior extremity is reached. The tip of the finger is insinuated 
between the alveolus just behind the last molar tooth and the side 
of the posterior third of the tongue, and rotated through a right 
angle, so that the pulp of the finger is directed downwards. In 
conjunction with the fingers of the other hand beneath the jaw, the 
•whole course of Wharton’s duct is jalpated for a calculus from behind 
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forward. In about one out of four patients this manceuvre brings 
on retching, but even in this cv'cnt the valuable information required 
IS elicited before any se\ ere discomfort is experienced. 


EXAAUNATION OF THE PAROTID GLAND 

Inspection. — Characteristic of a general enlargement of a parotid 
sahvary gland— €.g., parotitis (Frgs. 77, 75}— is a sweUing in front 
of the tragus which at the same time extends downwards and back- 
wards, filling up the normal de- 
pression situated just below and 
in front of the lobule of the ear 
(Fis- 77 )- 

Palpation. — ^This should be 
carried out as follows ; — 

1. Examine the main body of 
the gland. The anterior limit is 
difficult of definite limitation, but 
if the patient clenches his teeth, 
the masseter is thrown into relief, 
and the gland lies over the posterior 
aspect of the muscle. 

2. Palpate the glenoid pro- 
longation of the gland (Fi^. 77, A), 
and if there is a fullness here, be 
assured that it is continuous with 
the main body of the gland. 

3. Inspect the orifice of 
Stensen’s duct. This is done by 
retracting the cheek with a spatula 
{Fig. So). The orifice of the duct 

lies opposite the second upper molar tooth. In suppurative parotitis, 
gentle pressure exerted over the gland from without often causes a 
gush of purulent saliva, and the diagnosis, which up to that time is 
in doubt, becomes indisputable. Even when pus is absent the orifice 
of the duct may show evidence of inflammation. In doubtful minor 
degrees of inflammation the orifice should be compared ivith that 
of the opposite side. 

The course of Stensen's duct will be palpated for a calculus in 
selected cases. Stensen's duct lies one finger’s breadth below the 



K'lELS Steksex, 1633 1686, AiuHomist a-tJ « BtsUfi, Captaiagea 



Fli ^ExaiTuntnis the orifice of Stmsrp * chKV. A ffush oT purulent scTivn is seen being 
<wct>d 1ft cha e*>o of wbacuto ptngjtir 

zygoma. Its anterior extremity can be palpated satisfactorily between 
the finger and thumb, the finger being in the mouth {Fig. 8i) ; but 
the major part of the duct is rendered inaccessible to the examining 
fingers by the intervention of the strong masseter muscle %Yjth its 
tendinous intersections. 
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Tumours of the parotid gland should be sought for in the same 
systematic way, and their physical characteristics noted and recorded. 
In a consecutive series of seven cases of mited parotid tumour I noted 
that the neoplasm was situated in almost exactly the same portion 
of this somewhat rambling gland. One of these cases is illustrated in 
F:^. 79. Mked parotid tumours are peculiar in remaining benign for 
years, and then undergoing a malignant change. By testing the 



Fit 9i — raltabiig the diMal thml of Stnson'i dun. 


mobility of the tumour, endeavour to find out if it is still innocent. 
In this connection it must be emphasized that no examination of a 
parotid tumour is complete without testing the functional integrity 
of the seventh cranial nerve. A routine e.\amination of the cervical 
lymphatic glands is also indicated. 

The differential diagnosis between parotids and pre-auricular 
lymphadenitis is sometimes difficult. In the latter the swelling is 
likely to be confined to the repon immediately in front of the tragus. 
The absence of the prolongation (see A. Fig. 77) is a significant feature. 

In pre-auricular adenids (see Fig. 1 17, 7, p. 79), a primary focus 
must be sought. Usually this is to be found in the region of the 
eyebrow, the lids, or the conjunctiva of the same side. ^lore rarely 
it is situated within the extenial auditory meatus. 
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CHAPTER VHI 
THE FACE AND JAWS 
EXAMINATION OF THE MAXILLA 

The anterior surface is most obviously available for examination, but 
we must go further and remember that the maxilla has five surfaces. 

I. The posterior iurjace can be dismissed at once ; forming, as it 
does, the anterior boundary of that deep recess the sphenomaxillary 



Fie S2 upprr >»w In Fie 8J — Examaun* the upper 

jtddiuon (o expuiil;ng ch< ttntcnxxwnul Hie iMmor turltct of the riMxiUa m the 

fuxtaKe ol ^ iQUiils, the groirth liM die- herd ptiMe In thu ease el sarusiM of 

placed the orhual eoritenta the upper |aw the corresponding side of 

the palate was involved 

(pterygo-palaiine) fossa, no part of the body is more completely beyond 
the reach of clinical methods. 

2. The superior surface helps to form the floor of the orbit ; 
wherefore the levels of the inferior orbital margins are compared 
carefully. Extreme bulging of the floor of the orbit causes proptosis 
(Fig. 82). A glance at each profile of the patient is taken in order 
that the protuberance of the qieballs may be compared. 
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3. The antero-external surface is palpated. \\'hile this is being 
done note if there is any sign of tnerflow of tears (epiphora) on 
the affected side, and question the patient about this. The naso- 
kchrjmal duct may become inYolved early in malignant disease of 
the maxilla, 

4. Much of the upper jaw is available for examination through 
the mouth. 



Fig {4. — Fjrmainc itc Iwc*] of Ite jnr. 


a. Examine the teeth and compare the dental formula: ; missing 
teeth must be accounted for — careful attention to this has ofirn 
elucidated diagnosis, e.g., in odontoroata. 

b. The inferior sufare of the ina.\il)a forms the major part of 
the hard palate. In certain cases of malignant upper jaw, the swelling 
can be seen sharply defined by the raphe {fig. S3). 

c. A large part of the anterior surface is beneath the cbeei, 
and without the inter^-ention of the cheek {Fig. 84) much more 
can be made out than by external palpation. Pass the index, 
finger benveen the cheek and the jaw. Wlh the thumb outside. 
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and the finger still inside, the zygomatic process should be 
palpated. 

5. By occluding the nares one at a time and asking the patient 
to blow through the nose, some rough idea of the medial surface of the 
maxilla may be obtained, If the nostnl on the affected side is nOi 
blocked, we know at least that the media! wall of the maxilla is not 
bulging to any great extent. If there is unilateral nasal obstruction, 
a nasal speculum must be used to clear up this matter 

Finally, examine the cervical glands, and test the integrity of 
the second division of the fifth cranial nerve 



Pt 8s — Traniilluiruiuion of th< 
fnaxiUwy inua In this eu« the fifht 
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mkcud entrant. 


Fig 8« — t method of deter 
iranmc the presence of 1 depressed fruture 
of the malar bone or wygomtae arch 


Ordinary clinical examination of the upper jaw must be supple- 
mented by transillummation of the antra in a dark room {Ftg. 85) 
before the examination can be considered complete. Rhinoscopy is 
also advisable in most cases- 
Special Signs.-— 

Hockey's sign defects even very sbghc depressions of the mahr 
bone. Two straight edges are placed at the outer edge of the orbit 
from the prominence of the malar bone. If depression exists, the 
difference in the angle is obvious {Fig. 86) 

Unilateral Purulent Nasal ZhicAnr^e—Especially m a child, tlie 
possibility of a foreign body being the cause must be excluded. A 
discharge of pus from one nostril when the patient bends down — 
for instance, to do up his boot laces — is said to indicate an open 
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empyema antri (Frankel). More frequently it \W[I be found to be tlie 
accompaniment of chronic suppurative frontal stnusitH. At least it 
indicates suppuration in one of the acccsson’ sinuses, the e\aa location 
of ^^hich must be comfirmed by more refined methods of diagnosis. 

EXAMINATION OF THE LO\^'ER JA^Y 
Fracture of the Lower Jaw. — ^That the patient has fractured 
his jaw is usually cadent. He endca\ours to support the fragments 



with his hands. Speech is impossible, and the salh-a is usually blood* 
stained, for the fracture, as often as nor, is compound into the mouth. 
Ninetj’-five per cent of fracturrs of the jaw occur in the horizontal 
ramus. By inspection within the mouth some deformitj’ in the 
contour of the alveolus may be seen — frequently a tooth appears out 
of alinement. On closer inspection with a torch the gum is sometimes 
found to be lacerated in this situation. If the jaw is grasped behind 
and rn fcont of the suspected fescrure (Fig. Sp), mob'ilie}- and crepitvs 
at once confirm the diagnosis.- 

The base of the ascending tamus and the angle of the jaw are 
accessible from without and can be palpated readily. The upper 
portion of the ramus and its processes lie deeply. With one finger 
inside the mouth and the fingers of the free hand on the outside much 
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more can be made out (Fig. 88). The coronoid process in particular 
can be examined thoroughly in this way. 

Dislocation. — Dislocation may be bilateral or unilateral. 

Bilateral Didocaiion . — ^\Vhen the dislocation is bilateral the 
deformity is so evident as to attract attention at once. The mouth 
is open and fixed, with the lower teeth protruding. On examining 
the mandibular joints, a distinct hollow will be seen and felt 
in front of the tragus. A prominence is sometimes observed above 
the zygoma in cases of dislocated jaw. This is due to spasm of the 
temporal muscle. 

Unilateral Disloeatton . — Here the signs are much less manifest. 
William Hey stated r “ One would expect that the chin w'ould be 
turned to the opposite side, but I have repeatedly seen the disease 
(accident) when I could discern no alteration m the position of the 
chin. The sign which I have found to be the best guide, is a small 
hollow which may be felt behind the condyle that is dislocated. This 
does not subsist on the sound side.” 

Median Mental Sinus. — A median mental sinus is so characteristic 
as to make diagnosis at first sight almost a certainty. On the point 



fU 90 — Th« ‘ »htewtnou»« ‘ profile 
Cue at eokylwu of the following 
•carlet fever in chiMluof 

of the chin, exactly in the middle line, there is a discharging sinus 
(Fig. 89). Pain is not a feature of the case. Parucularly in males, 
it is usual for the patient to have a well-developed ‘strong’ bifid 
type of chin surmounted by a dimple. In the dimple lies the sinus. 


Fig 89 — ‘lUrdjui mvntjO 
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A radiograph of the mandible reveals nothing abnormal, but a dental 
film of the lower incisor teedi, nhich on clinical examination often 
appear to be sound, shows an area of rarefaction around one or both 
roots. The case is one of parodontal abscess ; pus has tracked 
between the tt\o halves of the lower jaw to the point of the chin. 

WTien this clinical entity is not known a diagnosis of infected 
sebaceous C3’st is often made. 

The Mandibular Joint. — ^Place the fingers oxer the joint xxhikt 
the patient opens and closes his mouth ; note if there is any crepitus 
or clicking. Crepitus signifies osteo-anhritis, and clicking su^esis 
a loose meniscus. Auscultation o\-er the joint and comparison xvith 
the side not complained of may yield more valuable information 
than the fingers. 

In old-standing cases of ank>losis of the mandibular joint, 
incurred during infancy, the lovxer jaw atrophies (Fig, 90). 
The receding chin gix es a characteristic ‘ shrcxvmouse ’ profile 
(Dufourmentel). 

Unilateral ank-jlosis of the jaxx may be difficult to recognize, and xxhen 
present is not alwap demonstrable m a radiograph. In cases of some 
standing, xvhen the face at rest is viewed from in front, the facial furroxvs 
are more marked on the healthy side (Murphy). The condition should not 
be confused xvith facial paralpis (Kennon). In oM-standing cases the jaxr 
atrophies as in bifateni cases In more recent examples the same degree 
of atrophy is not observed, but attempts to open the mouth are associated 
with a slight but definite deviation of the lower incisors towards the 
ankvlosed joint 

Trismus (C/ene/iinj). — The 
patient cannot open his mouth. 
Severe trismus may complicate 
inflammatory processes in the 
neighbourhood of the mandibular 
joint. Chief among these is an 
erupting vv isdom tooth or a dental 
abscess. Insert a spatula gently 
along the buccal aspect of the 
cheek, and inspect the alveolus 
with an electric torch. 

Trismus is also seen in tetanus. 
The tonic contraction of the-muscubture about the jaw gives the 
patient a painful smiling appearance — the risus sardonicus {Fig. gt) 
— which is helpful m the diagnosis of early cases of tetanus. 

L, Di.roi»Mf^rit, CanlrmpotMrr Pr<^nvr tf fact»-mtraarj Siirtrrr, V*i^*>nly c< Tirit. 

Jo«« B >Ir«W». jS37-»9i 6, t 

RoBSitr Kis'-O*. CeVfmpertty Su'frM, OrrTfeol Ktyt! 




THE FACE AND JAWS 


59 


Swellings of the lower jaw should be palpated from \vithout and 
within tiie mouth. Those connected" with the horizontal ramus are 
very accessible to the palpating finger, but this cannot be said of the 
ascending ramus above the angle. 

EXAMINATION OF THE FIFTH CRANIAL NERVE 

Motor . — ^Ask the patient to clench his teeth, and palpate the 
temporal and masseter musdw. Next direct him to open his mouth 
as widely as possible. If there is weakness of the pterygoid muscles 
of one side, the jaw will deviate to the paralysed side. 

Sensory (with Particular Reference to Trigeminal Neuralgia ). — 
Trigeminal neuralgia begins in either the second or third division of 
the fifth. Ask the patient where the neuralgia began. Patients with 
this terrible affliction can often map out accurately the distribution 
of the pain. 

During an attack the affected area is hyperaesthetic, as can be 
shown by stroking with cotton-wool. 

Between the attacks. When the 
patient is examined carefully one or 
more trigger sones of Patrick will be 
found. Somewhere in the area supplied 
by the fifth nerve— on the skin of the 
face (Fig. 92) or the mucous membrane 
of the cheek or gum — a hypcrarsthetic 
area can be demonstrated, and a light 
touch on this zone initiates an attack. 

Curiously, the trigger zone is often in 
an area supplied by one division of the 
fifth nerve and the pain commences in 
another. 

In the earlier stages of the disease the patient believes she has 
toothache, and one after another of her teeth, sound or carious, are 
removed. By the time the patient reaches the surgeon she is usually 
edentulous. 

EXAMINATION OF TIIE SEVENTH CRANIAL NERVE 

First confine the attention to the movements of the upper face. 
Ask the patient: — 

I. To move his eyebrows. In fadal paralysis the forehead will 
remain smooth owing to paralysis of ffie occipito-frontalis. 
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2. To frown. There will be no furrowing owing to Io<3 of 
power in the corrugator superdlii. 

3. To shut his eyes. If the se\'enth ner^c is paralj-sed com- 
pletely, the eye on the affected side cannot be closed, and the attempt 
to close it is accompanied by rolling upwards of the ejeballs. The 
strength of the orbicularis ocuH is 
tested by attempting to open the 
eyes against the patient's efforts to 
keep them shut (Fig.. 93). 


Fig. 93— Putal ptnlns et tbc obmilin* 
eeuL. cite el «oiDplM ranon] ot tte paraod 
gitad la aaiignejit d iittti , 

The upper fadal muscles .are represented on both sides of the 
cortet ; on the other hand, the loirer facial muscles have only a 
unilateral representation. Therefore it follows that In a unilateral 
supranuclear lesion of the seventh nerx'e the upper fadal muscles 
tend to escape. 

The muscles of the lower part of the face are now tested. Ask 
the patient : — 

r. To puff out his cheeks. 

2. To whistle. 

3. To show his teeth (Fig. 94). • 

EXAMINATION OF THE NINTH CRANIAL NERVE 

Trigeminal neural^a and glossophar)-ngcal neuralgia arc alike, 
except for the localization of the paroxysms of agonizing pain 
and the areas of the trigger zones. In glossopharjugcal neuralgia 
the pain is brought on more frequently by swallowing than by 
any other stimulus. The trigger zones include the pharyngeal 
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wall, the base of the tongue, and especially the tonsillar region. 
There is no dilhculty in differentiating trigeminal neuralgia affecting 
the first and second diviaons of the fifth nerve, and glosso- 
pharyngeal neuralgia, but when the third division of the fifth nerve 
is affected, considerable care must be exercised in elucidating the 
exact area maximally involved. 

EXAMINING A LOCALIZED SWELLING IN THE CHEEK 
The following procedure should be carried out ; — 
r. Observe the outside of the cheek, and make certain whether 
or not the swelling in question is situated in the skin. 

2. Observe the buccal aspect, and likewise satisfy yourself whether 
or not the swelling originates in the buccal mucosa (Ftg. 95). 

3. Palpate bidigitally. 



In the case of a swelling not in the skin and not in the mucosa, 
remember the sucking pad of the infant, which sometimes persists. 
There is also 'an inconstant lymph-gland along the course of the 
facial artery (Ftg. 06). 




CHAPTER IX 


THE HEAD 

EXAMINATION OF THE CRANIUM 

The Anterior FotteaneUe. — This fontanelle closes beWeen th 
fifteenth and the eighteenth month. During the first )ear of life it i 
a goldmine of clinical information. 

Like the eyeball, the anterior fontanelle has a normal tensior 
This tension can be estimated by pressing the fingers gently over th 
space. When the child cries, the tension is increased noticeably. Ii 



rif 07 — be obtuncd fnm the unerw fceinoeUe To the cptic ewelLng 
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shock the normal tension is diminished, and to some extent the 
degree of shock present in a case of, say, intussusception or bums, 
can be estimated by this method. Wien the child is dehydrated by 
diirrhaa and vomiting, the anterior fontanelle is depressed, often 
risibly. Increase of tension is very marked in hydrocephalus. 

In cases of spinal meningocele, fluctuation should be sought from 
the meningocele to the anterior fontanelle {Fig. 97). If present, it 
signifies that a wide-mouthed channel commum'cates with the cerebro- 
spinal canal and the meningoale. 
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Delayed closure of the fontanelle is seen in several metabolic 
diseases, especially rickets, of which it is good confirmatory evidence. 

The Scalp. — Scalp 3vound3 never gape unless the aponeurosis 
has been divided. Therefore we can tell at a glance if this structure 
has been involved. A collection of blood or pus underneath the 
aponeurosis, (dangerous area) tends to involve the whole area between 
the attachments of the occjpito-frontalis. In these cases fluctuation 
can be detected over the whole scalp, from the frontal to the occipital 
region. On the other hand, effusion beneath the pericranium is 
limited by the suture lines A haetnatoma of this region is often 
exceedingly deceptive to the palpating fingers ; it feels exactly like a 



depressed fracture An attempt should be made to indent the edge 
with the thumb-nail, but only loo often this sign is inconclusive. 

A localized swelling in the scalp can be made to move on the 
skull ; on the other hand, the scalp can be made to move over 
a swelling spnnging from the skull. An obscure cystic sivelling in 
this region should be watched carefully for pulsation. The sign of 
emptying (meningocele and cavernous hsemangioma), tranalucency 
(meningocele), the application of a stethoscope (bruit of cirsoid 
aneurysm), and percussion of the swelling (pneumatocele), may have 
a place in the elucidation of the diagnosis. 

Craoial Percussion. — Sir William Macewen found cranial 
percussion a useful method {F^. 98), In July, 1922, he said : “ The 
note elicited on percussion of the skull has been used by me since the 
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early seventies, in aiding in the determination of certain pathological 
conditions which alter the phyacs of the cranial contents.” Accord- 
ing to Macewen, it is useful especially in children and those whose 
skulls are thin. Percussion is best done over the pterion. A differential 
percussion note is. found when the ventricles are distended, as may 
be occasioned by a cerebellar tumour. Its pitch alters according to 
the position of the head ; the side which is undermost gives the 
clearer hollow note. This differential percussion note is not found 
in hydrocephalus where the bones of the skull have not united. 

EXAMINATION OF A CASE OF REC©JT HEAD INJURY 
I. The Patient is Unconscious. — Examine the scalp for a 
wound or local bruising. Inspect the external auditory meatuses and 
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nostrils for evidence of bleeding. Compare the sizes of the pupils. 
Make a general survey of the body for other injuries, e.g., fractures. 

Cranial Percussion {Macescen ). — Very occasionally in fractured skull 
there is a ‘ cracked-pot ’ note, ^^^lcn present it usually signifies an exten- 
sive fracture invading the vertex from the base. 

To some extent the depth of unconsaousness can be judged by 
exerting pressure over the supra-orbitaf nerves (/i^. 99). If uncon- 
sciousness is not profound, this will cause the patient to contract 
the facial muscles. Usually it is unnecessary' to make any further 
examination for the time being. Have the pulse and temperature 
recorded every half-hour, and await developments. Re-examine later. 
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2, The Patient is Conscious {Additional Examination). — Make 
a clinical test of the cranial nerves. A rough but efficient examination 
of the main points takes only a few moments. 

ist Nerve.~Can he smell ? (Of little practical value.) 

2nd „ — Vision. 

3td „ — -Movements of eyes. Reaction of pupils. 

4th „ —Movements of eyes. 

Sth „ — ‘ Clench your teeth-' Feel the masseter contract 
(P- 59) 

6th ,, — Movements of eyes. 

7th ,, —‘Show the front teeth.’ Observe the contrac- 

tion of the facial muscles (p. 60) 

Sth ,, — Can he hear ? Test each side. 

9th „ — Can he feel the touch of a bent probe on the 

posterior third of the tongue ? 

10th „ —{Cannot be tested conveniently.*) 

iith „ — •' Shrug your shoulders.' 

lath „ Put out your tongue’ (F;^. 100). 



f\t. 100 — The answer to the request ' Put out your tongue' in a cue 
of the left twelfth nerve 


The integrity of the spinal nerves can be tested quickly by asking 
the patient to move his legs and his arms. 


• Ftijuj— The most charactenstic stgn of a iesion of the vagus is paralysis 
of Its recurrent laryngeal branch On the affected side the \ocal cord is immobile, 
fixed m the cadaveric position Other teste for the integrity of the vagus are 
(1) Direct the patient to svialtow, test the lorce with which the larynx is drawn 
up (2) Ask the patient to say * Ah ’ t'lOi the mouth open, and observe the 
movement of the palate 
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DifTereoiial Diagnosis bctweon Orbital Ilsemorrhage conse- 
qnent npon a Fractttred Anterior Cranial Fossa and a ‘ Black Eye ’ 
101, 102). — 
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I. Examine the cselids. In a fracture of the anterior cranial 
fossa the extrasasated blood is limited abruptly to the orbital margin 
by the palpebral fascia. It tends, therefore, to be circular. In 
‘ black C}e ' there is no such limitation. 
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2. In fracture of the anterior cranial fossa the discoloration is 
purplish from the start, unlifee the beefy redness of a recent Iblack eye’. 

3. Examine the conjunctiva. In ‘ black eyS^here may be'"a 
conjunctival hemorrhage, but this is often in the conjunctiva, and 
moves with the conjunctiva when the membrane is moved gently by 
the pulp of the Utile finger. In fractured anterior cranial fossa, the 
hxraorrhage is always subcorgunctwal. 

4. Ask the patient to rotate his eyes to one side by following 
your finger. In a conjunctival haemorrhage associated with ‘ black 
eye ’ the posterior limit of the extravasated blood can be defined. In 
a fractured anterior cranial fossa there is no posterior limit, and the 
hemorrhage as a whole tends to be fan-shaped, the handle of the fan 
being towards the iris. 

Fracture of the Middle Cranial Fossa. — Should be suspected 
when there is blood, or blood diluted with cerebrospinal fluid, escaping 
from the auditory meatus, which must always be e.xamined. The escape 
of blood, however, is not pathognomonic of a fracture of the middle 
fossa, for it also occurs when the tympanic membrane is ruptured. 

Fracture of the Posterior Cranial Fossa. — There is usually 
respiratory derangement. 

Battle's Sign in Fracture of the Posterior Cranial Fossa. — Blood 
accumulates beneath 'the deep fascia, producing discoloration in the 
line of the posterior auricular artery. This discoloration first appears 
near the tip of the mastoid process. 

On Which Side Is the Lesion? 

Hutchinson's Pupils. — ^The pupils require observation with metic- 
ulous care. In advanced cases of cerebral compression they ire both 
parali'sed and dilated. From the time of the onset of the hemorrhage, 
the pupils pass through a scries of changes — namely : — 
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Witlely dilated Insensitive. 
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The first stage is rarely seen. It is the second {Fig. 103) and 
third stages that are of signal diagnostic importance. 

Victor Horsley's Sign. — ^Take the temperature first in one a\i!la 
and then in the other, using the same thermometer. The temperature 
in an advanced case of middle meningeal hemorrhage often registers 
a degree of difference on the tt'O sides. If a difference exists, it is 
higher on the parah sed side. 



Ophite tide n le»on ' NonntL Side e4 iewn : Reteu la lifbt. 

Fit t» 3 — ItUKbouen’t pepOs: Seend tuee. 

Acute Cerebral Compression. — The hal/’Tioiirly pulse-rate teluch 
tee have been observing becomes gradually slotcer. In advanced cases 
the respirations are stertorous, and the cheeks are puffing in and out. 

Meningeal Hermorrhage. — A classical sign of middle meningeal 
htemorrhage is a lucid inter\-al. By this is meant that the patient 
rouses from his unconsciousness and shortly afteni'ards lapses once 
more into unconsciousness. 

Again examine the head, and «ith a pocket torch look for a 
hematoma or bruise. If the signs point to 3 lesion on one side, and 
the hematoma or bruise is on the other side, remember the possi- 
bility’ of a eontre-coup injury. 

One may be fortunate enough to observe a ‘fit’, but «e are 
rarely so favoured. Usually we have to trust to a description by 
fiVe niicse. TW' fa oaf tiheese ftVv? £f ihguvr. in cOk'^iTcfiaa 
with this, it is useful to recall the localization of the various centres 
in the pre-Rolandic area. In this connection Fig. 104 is a valuable 
aid to memory. 

In middle meningeal hemorrhage the fit is of the Jacksonian 
type and unilateral. In hemorrhage from the superior longitudinal 
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sinus the fits may be biJateral. I had the opportunity of observing 
a case of the latter in tvhtdi repeated fits passed up both legs and 
down both arms. 

Search for paralysis. Pick up the arms and allow them to fall. 
Pick up the legs and do the same. One side may be more flaccid. 
If this IS the case, it is likely that the cerebral lesion is on the opposite 



side. Rub or pinch the soles of the feet. As a result one leg may be 
drawn up, whilst the other is not. This is a good test in determining 
which side is paralysed m an unconscious patient. Vigorously rub 
both cheeks and then observe the face, particularly the corners of the 
mouth. Even in deep unconsciousness the comer of the mouth on the 
non-paralysed side tends to be drawn upwards after a ' facial massage ’. 

The examination should be completed by testing the knee-jerks 
and plantar reflexes. In an unconsaous patient reflexes, as a rule, 
are not so helpful m determining the side of the lesion as the signs 
which have been described above. 
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CEREBRAL IRRITATION 

Cerebral irritation is a clinical concept Tvithout exact underljing 
pathology. Usually it ^crts itself about thirty or fort)* hours ^ter 
the injury’. The patient lies curled up in bed {Fig. 105), t\ith his face 
turned away from the light, because he hates the light (photophobia). 



/V 205,. — CcrrbnJ trraxaon- Tbe imu t iu bu twd jwjt- Limo tbr 

The eyelids are closed. The temperature is raised, and may be 
different on the two sides of the body. The patient resents ^ing 
aroused, lie is abusive and iniiable. No further examination is 
necessary, or, indeed, possible. 
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CHAPTER X 

THE EAR 

The Pinna. — Those who indulge in detective literature are 
wont to believe that by scrutinizing the conformation of the pinna 
hereditary tendencies, criminal and otherwise, are revealed to ^ted 



observers. Certamly, the conformation of the pinna is interestingly 
variegated, but after years of close observation I have got no further 
than the detection of the cauliflower ear of the boxer; that tophi 
occur in this situation in gouty subjects ; that protuberant ears are 
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due to nursing babies on their backs with a soft pillow behind the 
head; and that Darwin’s tubercle is fairly common. 

What is of general surgical importance, and is but little known, 
is the clinical entity pre-auricular ulcer. Fig. io6 is a typical example. 
The patient has been treated in a sanatorium for three years as cuta- 
neous tuberculosis associated with an infected pre-auricufar lymphatic 
gland. By focusing attention on the root of the helix a pre-auricular 
sinus can be seen. A pre-auricular sinus is a congenital abnormality 
due to imperfect fusion of the tubercles which form the pinna. The 
ulcer refuses to heal, for infection is maintained from the sinus 
(Stammers). In this case, after the sinus was excised, the ulcer healed 
within three weeks. 

Examination of a Case for an Acute Mastoiditis. — In acute 
mastoiditis a patient will often say that an aural discharge has ceased 
recently. Look at the external 
.auditory meatus. In acute mastoid- 
itis the meatus is often narrowed 
from behind fon^ards — so it is in 
furuncle of the auditory' canal. 

Obsen'e the patient from 
behind, and partjcuhrly note the 
angle of inclination the two pinns 
make to the side of the head 
(Fig. 107). 

In acute mastoiditis the pinna 
is poshed forward — so it is in 
suppurating posterior auricular 
glands. 

If, however, the pinna is 
pushed fon^ard and the meatus is 
narrowed, it is highly suggestive 
of acute mastoiditis. Auditory' 
furuncle (narrows the external 
auditory meatus) and posterior auricular adenitis (pushes the pinna 
forward) claim one point each, but neither of these conditions gives 
the dual phenomenon. Therefore an almost pathognomonic sign of 
acute mastoiditis is an ear which is pushed fonvard and at the same 
time has a meatus narrowed from behind forward. 

Points of Tenderness . — The points of tenderness are tested ne.xt, 
but before attempting to do this we will make sure that we know 
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exactly what we are going to do. There are three points at which 
to apply pressure {Fig. ic^) ; — 

1. The pressure point for the Eustachian tube. Perform an 
experiment upon yourself to prow this. Press a finger on the 
depression between the tip of the left mastoid process and the angle 
of the jatv. Now hold your nose and blow. You wilt hear the right 
drum (if normal) go ‘ bang ’ before the left. The reason is that you 
are compressing the left Eustachian tube 
with your finger. 

2. The mastoid process. This is a 
variable quantity. It is absent at birth, 
and grows slowly until puberty. At one 
stage of its career it is full of marrow 
cells. It is particularly at this time 
that It may become diseased (Bezold’s 
mastoiditis). 

3. The suprameata! triangle of 

Macewen. Pressure can be applied over 
this by one of two methods. T^e method 
most generally used is to draw the pinna 
forward {Fig. 109). This gives access to 
the posterior part of the triangle. The 
second method is to place a finger in 
the fossa triangularis {Ftg. uo). This bnngs the finger up directly 
over the triangle, I have found this latter method of exerting 
pressure over the antrum most useful. * 

Possessed of this knowledge, we will now proceed to apply it 
to the case. 

1. Pressure over the Eustachian tube {Fig. rri) always gives rise 
to an unpleasant sensation ; but if extreme pain is brought on (which 
is at once seen by a spasm of the patient’s face), it is an indication 
of middle-ear disease. 

2. Pressure over the mastoid process {Fig. 112), even in acute 
mastoiditis, is not regularly painful.. In Bezold’s type this is the 
point of most acute tenderness. It is over the middle of the 
mastoid process that the maximal tenderness is eliated in suppurating 
posterior-auricular adenitis 

3. Pressure over the mastoid antrum is tried by both methods 
detailed above and shown in Pigs. 109 and no. Tenderness here is 
the sign par excellence of acute mastoiditis. 



Fiz leS — T»n»p»rtni pinn*. 
thawint ih# vinoui ftnifCUfCt b«« 
neiih whKh need tpKial cxamini* 
non. (1) Euitachian tube (a) 
Mil told ptoecat , (3) Maatoid 
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In acute mastoiditis tapping over the region of the mastoid antrum 
in the same manner as detailed in Cranial Percussion (p. 63) causes 
more pain than steady pressure. The reverse is true for cellulitis 
overlying the region. 

A Confirmatory Test for Mastoiditis . — The thumb is placed against 
the mastoid and the patient is ordered to press against it. The 
thumb is released suddenly and the movement of the patient’s head 
is observed. If the patient is healthy, the head will follow the move- 
ment of the releasing thumb; if the mastoid is diseased, the head 
will remain stationary (Lowndes Yates) 



A Confirmatory Test for Furuncle of the Meatus : Circumduction 
of the Auricle . — The whole breadth of the pinna is grasped between 
the finger and thumb. The pinna is rotated gently, the axis being the 
junction of the cartilaginous with the bony external auditory meatus. 
In furuncle of the externa! auditory meatus pain is produced at once, 
but considerable painless rotation is possible in mastoiditis 

Examination with the auriscope is most desirable, but its descrip- 
tion is beyond the limits of this tvork 

Thromhoph)eh2t}s oS the iaterei sinus, is a cccmphcation of a 
neglected acute mastoiditis. Palpate the course of the jugular vein. 
Very infrequently the jugular vein can be felt like a cord extending 
down the neck. The most valuable diagnostic sign of lateral sinus 
involvement is the onset of rqieated rigors occurring m a case of 
acute mastoiditis. 


irjMn. P/»| ail ThrOM Cirtarmmt. Fnnci ofWalti HotpiUj, Lortda 
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Thrombosis of the dvemous sinus may complicate a lateral 
sjnus thrombosis, or, what is probably more common, the sinus is 
infected via the angular (anterior facial) vein from a boil of the upper 
lip or nose. Infection can also reach this sinus ria the pferj-goid 
plexus. Fig. ti3 shows a thrombosis of the cavernous sinus following 
a carbuncle of the upper lip. The eyes are proptosed, and there 
is blood-stained tears trickling down the check. 

Examination of the Eighth Cranial Nerre. — 7/ /r almost 
useless to attempt the examination unless tee knots that the auditory 
canal is free from vox. 

Stand behind the patient and note the distance at which 
the ticking of a tratch can be heard on each side. It should be 
known at what distance the watch can normally be heard. Each ear 
is tested separately, one being closed while the other is being 
examined. 

The Differential Diagnosis betinten Middle-ear De.ifmss 
AND A Lesion of the Auditory Nerve.— 

JFe6er*s Test . — Place a nbrating tuning-fork on the centre of the 
vertex. Normally the sound is appreciated equally by both cars, 
and if the patient stops up one ear with his hnger the sound is louder 
on that side. When the deafness is of the internal ear or the eighth 
nen’e (nen’e deafness), the fork is not heard on the affected side. 

Rinne’s Test . — Place the \nbrating fork on the mastoid process 
with the limbs of the fork sloping bacb'vards. The patient is instructed 
beforehand to signal when he no longer hears the sound. The 
tuning-fork is then held close to the external auditoiy meatus. 
Normally it is still audible — that is to say, air conduction is better 
than bone conduction. In middle-car deafness, bone conduction is 
better than air conduction. In nerve deafness, both are lost. 


EH'ST A WebCX. «7<)5-tSj8. Pre/mor»/ InfEit. 
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CHAPTER XI 

THE NECK (EXCLUDING THE TUVROID GLAND) 

When the neck is to be examined, it should be needless to emphasize 
that the collar must be removed and the shirt or blouse unfastened. 
A better examination can be made when all clothing is removed as 
far as the axills, and this practice is to be recommended ; it allows 
the whole neck to he seen in relationship to tKe thorax, and permits 
inspection and palpation of the supraclavicular fosss. 

EXAMINATION OF THE LATERAL REGIONS OF THE NECK 
The key to the lateral region of the neck is the sternomastoid. 
Bearings are taken from this structure, first ivith the eye and then 
with the fingers. 

If there is a swelling obviously tn the sternomastoid muscle, and 
the patient is an infant, it is an 
example of the so-called sterno- 
mastoid ‘tumour’ {Fig. 114). 


Fig J14 — Stetnonnstoid 'nimoor’ FV often the sequel of « 

negfected tternomMtoid ' tumour Dfinf«ne> 

When one sternomastoid is tense and the patient holds his head 
even slightly on one side, ask him to try to st>aighten his head ; he 
cannot do so, but with the attempt the sternomastoid, especially its 
sternal head, stands out Observe the face critically. If the case is 
one of long-standing torticollis {Fig. 115), some; degree of asymmetry 
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will be present — the features on the affected side will be seen to be. 
perhaps ever so slightly, diminutive. If In doubt measurements can 
be taken. 

Determining the Relationsidp of a Cen-ical Swelling to the 
Stemomastoid. — Frequently it is necessary to determine the relation- 
ship of a cer\-ical swelling to the stemomastoid. Commonly this 
muscle is thin and flattened 
out when it flanks a lateral 
cervical swelling. Conse- 
quently it is sometimes 
impossible to make out the 
relationship of the swelling 
to the stemomastoid by 
mere palpation, unless the 
muscle is rendered taut. 

Stand behind the 
patient. Ask her to push 
her chin as hard as possible 
against the palm of your 
hand (Fig. 1 1 6). This makes 
the stemomastoid verytense. 
With the other hand palpate 
the stemomastoid from 
below (where it is normal) upwards, pajing special attention to 
the anterior border. 

PALPATION OF THE CERVICAL LYMPHATIC GLANDS 
Stand behind the patient. Almost every patient, on learning that 
his neck is about to be examined, throws back his head, in the belief 
that he is facilitating the exaniinatioii. This retraction of the head 
effectually prevents the examination of the cervical glands, for it 
renders Ae stemomastoid and platysma tense, and underlying struc- 
tures are masked thereby. Therefore, first adjust the patient’s head 
to a suitable angle, i.c., have it well flexed and inclined slightly to^vards 
the side which is being examined. 

In order that no glands shall be OTCrlooked, it is well to have a 
routine which scrutinizes every lymphatic group (Fig. 1x7). A useful 
order with a march of sequence is : (i) Submental ; (2) Submaxillary 
(Fig. X18); (3) Jugular chain; (4) Supracla%'icular (Fig. 119); (s) 




Fit I >7 •— Ordtr tn which the venom f Nupe of emicel (lend* ehould ha pelpatad 
(OSubmantil, (*) Su&<h«*/(!*fy. <j) them (a> Supreelavicular. (j) Pmtanor 

tnanite, (6> Po»(«rier eiinculer. <71 Pfa euncuUr 
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Posterior triangle, which is dnided into glandube concatinate, and 
suboccipital ; (6) Posterior auricular; (7)"Pre*auricular. 

If the glands are found to be enlarged, the possible sources of 
infection or primarj* growth are examined next — scalp, tongue, mouth, 
tonsil, ear," etc., paying, of course, particular attention to that 
area which is drained by the lymphatic glands found to be diseased 
(e.g., if the posterior triangle and/or posterior auricular region 
contain enlarged glands, the scalp must be examined with meticulous 
care). 

If enlarged cervical glands are found, but no primar)* focus is 
discoverable, there is a tendency to assume hastily that the glands 
are tuberculous. Certainty tuberculosis is the commonest cause of 
chronic inflammation of the glands of the neck ; anj' group may be 
affected, but the upper jugular chain, particularly the tonsillar gland 
{Fig. i2o) is attacked most frequently. WTicn the glands are large 
(Fig. i2z) and feel somewhat discrete and elastic, the question of 
Hodgkin’s disease (syn. lymphadenoma) must receive consideration. 
Under such circumstances a wise clinician will palpate the axillx and 
the groins ; the finding of a similar mass in one or both of these 
situations will tend to support this h>'poihesis. 

The leading characteristic of malignant glands of the neck 
(Fig. 123), especially secondary’ malignant glands, is the stony»hard 
impression they' impart to the palpating fingers. 

On many occasions I have seen the great cornu of the hyoid bone 
mistaken for a hard fixed gland. In elderly subjects the great 
cornu of the hyoid bone tends to become ossified, when it certainly 
does simulate a hard gland; howes'Cr, it lies farther fomard than 
the glands of the jugular chain, and its true nature can be revealed 
by’ asking the patient to svvallow. 

Jf the physical characteristics oj the enlarged glands leave little doubt 
that they are malignant, but no primary grmeth can be discovered, 
remember that the diagnosis of branchiogenetic carcinoma is a last 
refuge, and can be entertained only after a fruitless search of the 
mouth, nasopharynx, extra-laryngeal recesses, and external auditory 
canal for the primary growth. In this connection a tumour of the 
carotid body (Fig. 122) may be home in mind. This tumour, which 
is exceedingly rare, is situated at the level of the fork of the carotid 
artery It grows slowly and often transmits the pulsation of the 
carotid artery ; for this reason it must be distinguished from an 
aneurysm (see p. 23). 


TuoWAS lIoocEEs. 170S-18S6. Phiotim, CtoTi LotS"" 
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DIFFERENTIAL DIAGNOSIS OF LATERAL CYSTIC 
STVEIXINGS OF THE XECK 
The diagnosis of a cyjtic hygroma (Fry, 124) is simple; it 
is the only brilliantly translucent swelling of the neck {see p, 10). 

In addition, bj- steady pressure these 
lymph c3-sts can be reduced in size, 
if not emptied entirely. Usually the 
condition occurs in early childhood. 

By far the commonest q-stic 
swelling in the neck is a 'collar- 
stud* abscess connected with tuber- 
culous h-mphadenitis ; the iliseased 
gland, or glands, beneath the cer\fcal 
fascia am connected by a small 
opening in the fascia to a more 
supcrficially-phccd ‘ cold ' abscess. 

If enlarged Ijmphatic nodes can 
be palpated the diagrtosis presents 
no di/Kcidt}’. \Mjen, as is not rarely 
the case, ^e tuberculous process Is 
limited to one gland, or a small group 
of glands, and the ab.«ctss is situated 
directly over it, the diagnosis is not so simple, for the enlarged 
glands are masked by the abscess. In a smelling of moderate size 
try to palpate deeply behind the swelling 
with the finger and thumb (fig. 125). 

The physical signs of a branchial 
cyst and tuberculous ‘ collar-stud ’ abscess 
may be practically identical. The patient 
presents himself with a cystic swelling 
in the upper third of the neck deep to 
the upper third of the stemomastoid, 
coming around its anterior border. This 
is the commonest site for a tuberculous 
cervical abscess (Fig- 126) and 'also 
the constant situation of a branchial 
qst (Fig. 127). ^\^lcn a brandiial CTSt 
iS uncomplicated by inflammation — to attacks of which it is prone — 
It imparts to the palpating fingers what has been described admirably 
as the sensation gi\en by a half-filled rubber hot-%vater bottle. 
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If some of the fluid from the <yst is aspirated with a hypodermic 
syringe, pus-like material will be drawn off m both instances. In the 
case of a branchial cyst, when this fluid is put tn a dish and rocked to 
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BRANCHIAL HSTULA 

A branchial fistula is nearly a 1 %\'a\s congenita], and starts dis- 
charging soon after birth. TTie orifice of the sinus ib commonly in 
the position shoiNti in Fig. 129. The amount of excretion varies and 
It is inclined to be stickx*. 

Branchial fistulte are prone to attacks of inflammation. 




CHAPTER XII 


THE THYROID GLAND 

Routine Examiaation. — Observe the neck. On mspectioh it is 
sometimes obvious that the whole thjTOid is enlarged (Fig. 130), If 
there is a swelling which be within the thyroid capsule, ask 
the patient to swallow. A thyroid swelling moves upwards on 
deglutition. 



Fig 130— CoUtPiJ gD‘t« Fig — -Palpiting the thyroid Stsnd 

• ment of both Utetal iobe» end of the behind the petient The thumb* tett on the 
ullunus can be aeen on iiupectioiv nape of the neck. 

In obese and bull-necked individuals^ inspection of the thyroid 
gland is rendered easier by the patient throwing his head backwards, 
and pressing his o cciput against fits c lasped hands (Pizzillo) . 

Routine palpation of'the thyroid gland sho iifd be performed 
while standing behind die patien t. Using J35th_hands,. rest the 
two thumbs upon the nape of the neck, g rasping the l ateraLlobcs 
between the index and middle fingers (Fig. tji). Begin by deterrnin- 
ing the I tmtrs of .th e tovve r poles, if necessary requesting the patient 
to swallow. If the outline of the gland is not clearly appreciable, make 
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the patient li^do\> n flat \sith the head slightly e\tended, hu Lgupported 
so as to ensure the sternomasjoid being relaxed. If the lower pole 
of one lateral lobe still cannoj_^be reached, it is because iUs retrosternal. 

Haling definiteli’ deferminc^lHe shape and position of tlic lower 
poles, palpate the anterior surfaces of the lateral jpbg . I'hesc are 
examined one at a t^e, inclining the head slightly to the side which is 
being examined (in order to relax the stcmomastoid). In a small pro- 
portion of cases it ivill be found that the p yramida l lobe can be defined. 

A Good Supplementary Method orPalpating the Lateral Lobes 
of the Thyroid Gland. — As opposed to the foregoing, the examination 
is <^nducted_ from the front. 
Place the pulp of the thumb 
against_jhe_side_o£_the_upper 
part of the tr achea an d the lower 
border of the thyroid cartilage 
an^g ently p uslulhesc- structures 
Jaterally. This manotuvre throws 
the opposite lobe of the thyroid 
gland into prominence and ren- 
ders it mor^accessj^le. Increase 
the pressur e until the patient 
sh ows signs of slight discomf ort. 

I hc fingers of the unoccupied 
hand are i nsinuated deeply 
behind the. stemomastoid and 
so reach the po sterior a spect of 
the prominent lobe . At the same 
time the unoccupied thumb 
comes into contact w ith the 
anterior surface of this Jobe. Thus the examiner is enabled to grasp ' 
the lobe f Lahev’s method ) (Fig. 132). At this juncture ask the patient 
to depress the chjn in order to relax muscles and fascire. It is now 
possible to make out the size, shape, and consistenc)* of the lobe 
under consideration. If doubt exists as to whether it is the thyroid 
gland which is being. graced, tell the patient to swallow and the 
matter is settled. 

The \\TioIe Thyroid Substance Is Enlarged. — Determine if its 
surface is smooth, -such as is f ou nd in exo phthalm ic and colloid 
goitres, or nodular, which is characteristic ' of r nultiple adenomata. 
In large goitres where pressure on the trachea may reasonably^e 
expected, Kocher’s test should be applied. 



F/f 131 — DnIocJli/i* tJw lrjch<». jf> ctdtt 
that the contt^atcrtl lobe of the lhYTci*«l rasy be 
palpated lhorougU> 
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Kocher^s Test . — Slight compresuon of the lateral lobes produces 
stridor. If this test is pc^tive it signifies that the patient has a 
scabbard trachea. 


Mensuration of the 
Thyroid {Fig. 133) at inter- 
vals is sometimes of value, 
particularly in cases^f colled 
goitre of pubmy, so that 
the resul ts of iodin e trwl- 
ment may be duly noted . 

A Localized Swelling 
(Adenoma) is Present. — If 
the swelling is visible it will 
move upwards when the 
patient swallows {Fig. 134)- 
Define the lump and ^Ice 
out its relationship to the 
rest of the thyroid gland. 
Next, ascertain its relation* 



ship to the trachea (Ftg >31— M««UTatien o( tin, ih>roid A u««ful 

\ . j mwhod of dwfmmin* the re«ult of mediMl {re»un«m 

135). The latter IS displaced or roiioMi (■>>"'< 
in extravagant, cases. By far 

the most common ‘situation. Toz. a solitary adenoma is at the 


junction of the isthmus with one lateral lobe Try fluctuation, but 
remember that ad.enojnata of the thyroid are paradoxical as far as 
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fluctuation is concerned: the^s^id_f«I c\-stic, and the <N-5tic feel 
soh'd (fee p. 9). * ’ 

TOXIC GOITRE 

Ha\in5: determined that some form of thjToid eniargement 
exists, the clinician’s next dun* is to decide uhethcf the goitre i« 
toxic or non-toxic. 


It should be remembered that toxicity can, and often does, accom- 



pany thyroid adenomata of long standing. 
’ITiis is secondarx- Grates’ di^se. In 
ihr case of pnmiT}' Gr aves' disease (syn . 
exophthalmic goitre) the manifestations 
of toxicity are usually striking. 

SEARCHING rOR TOXIC 
.XtANirESTATTO-VS 

fao phtbalmes is u suallyquite obvious 
in primary Graxes’ disease (fry. 136). In 
secondarx* Graves’ disease exophthalmos is 
usually lacking. Tliere are numerous signs 
connected tviVA cxopftt/ia/mos which sre 
purely academic;— 


rti ««-rmn*f7 Cfn«* 5/r//tfe?*rn/n is a retraninnof the upper 

<iiMn« i*iffphih»imK *«»») lid, often xerj* pronounced, and due to a 
spasft) of the levator raI{iehne..4Uperiotj». 

- ron Crotjt'i n's^is a lagging behind ot the upper hd when tht patient 
IS asked to fook down (Ft?. 137). 

Mofhtut't /f/ff is 3 difficult of comeegepee «?»en the patient is wkeJ 
lo look at a near object ( Fig. jyR). 

J^froy's jtgn is an absence of urinklmg of the forehead when the head 
IS bent down and the patient look s upnards. This is present ten' often 
in these wses^FyTTJini 




to diagnose. QjlateiLsems over 
the ^per_j>ari.of Jh.e,_che‘*Ji,valj 
{Fig. 14.1) due to pressure on tKe 
internal jugular veins sometimes 
provide a c lue to the diagnosi s. 
Occasionally ti lting the hea d 
strongly to one side produces a 
sensation of dvsn- 
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MAUGNANT GOITRE 

If the whole or a portion of the glind feels stony hard and irregular, 
carcinoma of the thyroid should be borne in m^d, and particular 
attention paid to its fixity o r othen\ise to surroundin g structures. 

Berry's Si ^. — Because a ^yroid swening originates on_the medial 
side of the carotid sheath the latte r becomes displaced oun \ards; 
usually it is also pushed bac kwrard s. So it c omes about th at in many 
Jarge goitres, t he carotid artery can be felt beating at the posterior 
and outer part of the sw elling: WTien the gland is the seat of malignant 
disease the arten* is dis placed .to a lesser degree and, b«ng_5urT0undcd 
by the turner, its pukation is u nlikely to be detecte d. Remember 
that carcinoma of the thyroid somclmes gives rise to distant metas- 
tases, especially in fla t bones — for example, the skull. 

SUSPECTED HiTOTm’ROIDIS.Il ; SO.^IE CONFIRMATORy 
SIGNS 

The bloated, sallow fa cies tvith ba egin ess of the eyelids— well 
likened to tSat of a w ?v doll w hich has bw in the shop u'indoiv.too 
loqg (Marshall) — combined with s ome degree of mental apathy, 


a wakens in the mind of the clin- 
ician the possibilit)’ of rnyxtrdema 
{Fig. 142). The subojtaneous tissues e\'er>'whcre are firm and podgj' 
(pseudo-cedema). The hair is dry and sesmt}*, cspedally in the 
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eyebrows. The pulse is taken— it is slow. The temperature is often 
subnormal. One examines the supraclavicular regions for pads of 
fat, but their absence does not disturb the diagnosis. The neck iS 
sc rutini zed, but owing to pseudo-adcmiit is often difficult to be 



f,,, ,44 — Th'tPgto»»«l fiMuU An ,nfl»in<U ejst «*t in eirl« chiUhood *nd the 

di»char«» comihued AtUck» ol infl»miMtHnv wufred it frequent intetvils 

certain whether any thyroid-gland can be made out or not. Thi; 
is in contrast to the examination of the neck of an infant cretin, 
where one can f eel the rings of the trachea so plainly that it is 
possible to be confident of^iTabsoit thyroid gland. 

THYROGLOSSAL CYSTS AND FISTULiE 
A Thyroglossal Cyst above the thyroid cartilage is usually in 
the middle line {Ftg. 143). Betwewi the isthmus of the thyroid 
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and the superior border of the jhyroid cartilage, it is never exactly 
median ; it lies in the TOiiree_of_the_lcx-ator thyroidete, 

which is usually on the left lamina ade-of the ala of the thvroid 
cartilage. 

A sign t%hich is sometimes hclpfiil in the differential diagnosis of 
cysts in this regIon_i s that a t hy roglossal c ysLinoves upwards when 
the tongue is protruded. In all cases of supj^s^ thvrpglossal cj'st it 
is jnost importanLto be c ertai n that the thyroid gland is in its normal 
position, for the s welling in Question might be an e ctopic thxroid. 

Thyroglossal cysts are prone to attacks of inflam mation, and 
when seen in the acute stage are liable to be mista k en for ab scesses. 
^Vhen infl ammatio n is sexert the ovcrlynn^cellulitis spreads around 
the neck in a necklace-like manner . 

A Thyfoglossal Fistula results from the bursting or incision of 
a t hyrogloss al C3*st. These fistula? are lery prone to attacks of acute 
or subacute rnflamma tton (Fig. 144). 

THE PARATin'ROIDS 

An enlarged pjcathyiDid is seldom pjil pable upon clinical 
exammation. It can be found only by et plora tion "^en the 
whole gland has been displayed at operation. 

Howex-er, in relevant cases, particularly in 
examples of recurrent—ttnaL cal culus and la 
osteitis fibrosa , an attempt should be made by 
ss stematic palpation to discover a possible 
enlarged parathyroid. 

Tetany can follow removal of the para- 
thyroids. 

Trousseau’s Sign. — A sphygmomanometer cuff is placed around 
the arm and the pressure raised t o zoo m m. Hg. If tetany is present, 
in fixe minutes typical contractions of the hand are seen — the so-called 
‘ obstetrician’s Jiand ’ {Fig. *45)- 

The Chvostek-Weiss Sign. — Percu ss one^ lde of the face lightly. 
A spasm of the facial muscles is brought on. The sign is seen particu- 
larly m tetany, but it is also occa sionally s een in cases of tetanus. 
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CHAPTER XUl 

THE BREAST AND AXILLARY GLANDS 
EXAAIINATION OF THE BREAST 

It is customary’ to meet t\\o classes of patients. The first is the 
out-patient, in whom the breasts are evamined while the patient, 
undressed as far as the waist, sits with a shawl or blanket over the 
shoulders. The second is the patient m bed. Unless there is 
some contra-indication, the examination of the patient in bed 



should be made comparable with that of the out-patient, and thus, 
standardizing our technique, findings will tend to become uniformly 
accurate. 

Preparation for an Examination of the Breasts of a Patient in 
Bed. — The patient is required to remove her nightdress to the waist. 
The nurse then puts a shawl over the patient’s shoulders. A pillow 
IS adjusted with its flat surface against the head of the bed, and the 
patient is instructed to sit bolt upnghtwith her back against the pillow 

Routine Examination of the Breasts. — 

Inspection — See that the pattent sits ‘ square If the skm over 
the breast is reddened, inquire if counter-irritants have been applied. 
Observe the level of the nipples {F^. 146) ; remember that sometimes 






THE BREAST AND AXILLARY GLANDS ,5 


_thc left breast normally hangs lower than the right. The normal 
mpple points slightly downwards and outwards. If retraction of one 
nipple IS observed (figj. 147, 148), immediately ask the patient how 
long this has been present ; retraction is only of cardinal importance if 



it is recent (Fig. 14S), when it 
indicates that neoplastic (or 
rarely mflammatory) fibrosis is 
proceeding m the breast 



Fv J5»-~P<ou i'oTonsi 
If coiwpicuMis Hh^n vfrvni 
(hrouch < mttnifying glut 


Close inspection of the 


nipple may reveal a crack which 
IS sometimes of considerable 


diagnostic importance. 

A dry eczema of the nipple suggests Paget’s disease (Fig. 

‘ 49 )- 

The areola should be duly inspected and the degree of pigmenta- 
tion, if any, noted. The remainder of (he integument of the .breast 
now receives attention. In addition to general observation — e.g., the 
presence of signs of inflammation or of a lump — look for alteration 
in the quality of the skin (peau d'ormge) {Fig. X50). The earliest 
manifestation of this phenomenon is seen best with the aid of a magni- 
glass {Fig. 151)- Peau (Torange is rendered more obvious by 
squeezing the skm gently {Fig. 152). 

If the patient has noticed a lump, ask her to find it herself, before 
you attempt to do so. 

Palpation . — Commence by evaminmg the opposite breast. Pal- 
pate the whole breast with the flat of the hand {Ftg. 153). Next, 
palpate the, four quadrants of the breast systematically benveen the 
finger and thumb {Fig. 154). A useful routine is • (i) Upper and 
inner quadrant ; (2) Upper and outer quadrant, including a.xillarj' 
tail; (3) Lower and inner quadmnt; (4) Loner and outer quadrant. 


Sri JwfS PaCFT. t8l4-l599 Surgran, S» ftcafitat Loniion 
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Finally, palpate directly behind the nipple, during which man- 
teuvre it should be noted if any secretion can be expressed from the 
nipple. Afterwards examine the axilla (see p, 103). 

Proceed in exactly the same manner on the affected side. If 
there is a lump, note : — 

fts position— in which quadrant of the breast* [Fig. 154). 



Ftf. tS* —The tfusilrinaaf the bretet heltouU be noted th*t tbe upper end cuter quadrent 
■ncluJee 'he uilUrv <**( <m) 


Consistency and shape — hard or soft, regular or irregular, and 
so on. 

Fixity to the skin. This is tested by gently pinching up the 
overlying skin, ivhich should be done systematically over the whole 
surface 0/ the lump [Ftg 133) The one exception to the 
infallibility of this sign of malignancy is when the lump is 
situated immediately behind the nipple. A swelling in this situation, 
whatever its nature, is usually superficially adherent, because, 

* It IS Saludble to remember that the breast occupies the interval from the and 
to the 6th ribs Swellings of a doubtful nature situated abo»e or below these levels 
are unlikely to arise from breast tissue 
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if it is not an integral part of the duct mechanism, some or 
all of the sixteen or so ducts which are about to open upon the 
surface of the nipple of necessity traverse the substance of the 
swelling. Consequently, the most benign of lumps may be attached 
to the nipple. 



t'V tkt pt tJx »lu» oyer the hffnp Arett of tliia ett pieied up 

IS m pinching Dy this mcihod uily mhmng of the skin le Uie tump esn be detected. 

Fixity to deep stmclures {the pectoral fascia). By far the best 
method of putting the pectoralis major into full contraction is by 
pressing the hand firmly into the side ; the truth of this assertion 
can be confirmed upon oneself. Ask the patient to place her hand 
lightly upon her hip with the thumb behind ; feel the pectoralis 
major : it is quite loose and soft. Pick up the lump between the 
fingers and tiy' its mobilit)', first in a horizontal, then in a vertical 
direction. Now ask the patient to press her hand firmly into the side 
{Fig. 156), and feel the pectoralis major ; it is in full contraction. Try 
the mobility of the lump once more in two planes. It should be 
noted that the mobility of the normal breast upon the pectoral muscle 
IS limited to a considerable extent by the full contraction of the 
muscle, and it requires a certain amount of experience to appreciate 
minor degrees of pathological fixity. 
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If the tumour under consideration is frankly malignant, the lungs 
and the liver should be examined for secondary deposits. A rectal 
examination to exclude peKnc metastases is advised also. 

The difFerentral diagnosis betneen chronic interstitial mastitis and 
early carcinoma of the breast is sometimes exceedingly difficult. This 
is not surprising, for the first is a pre-carcinomatous condition, and 



Fig J56 — a lump >r) Ihtf hm«t for tt> detper itnicrtures The pfttMnt 

h»r bond fiimly into her jxJe TbM pun the pecteniir rntm u>to hiU contMCliw 

tends to merge into the second. If, after a thorough examination, 
no conclusion can be reached, it is safer to assume a carcinoma and 
leave the diagnosis to be settled at operation. 

If the physical examination suggests a cyst of the breast, endeavour 
to elicit fluctuation. In order that this may be tried, it is necessary 
for an onlooker to ‘ fix ’ the sivelling (ref p. 8). Translucency should 
be sought (Fig. 157) ; it often yields valuable information, particularly 
when carried out in a darkened room. 

When a patient gives a history of a discharge from the 
nipple, the breast is squeezed gently m an endeavour to express 
some of the fluid. The character of this fluid is of great diagnostic 
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significance. An obviously blood-tinged fluid is pathognomonic, of 
a duct papilloma or a duct carcinoma; a thin dark-bro^Ti discharge 
suggests the same diagnosis, but also that the blood has been pent up 



iJT — Appcannc* of « (imple tytt fUM v)Ui dear fluid is sem 

on tmuiDumininotv 

(fbp'OiAK'isf by kind fmmmvi »/ Dr. btax Cii/tr ) 

in the duct for some time. Dark-gr«n mucoid material usually means 
that a retention C3*sc assoriated tvith chronic intersotial mastitis 
communicates with a lactiferous 
duct. Often a discharge can be 
expressed only when the breast 
is pressed at a particular place 
{Fig. J58), i.e., behind the 
obstructed duct. 

Milk engorgement is a con- 
dition which causes much 
confusion, particularly when 
one breast or a portion of one 
breast is involved alone. If the 
patient is, or recently has been, 
lactating, and a qstic swelling 
without obnous signs of acute 
inflammation is present, try to 
express a Me milk from (he 
other breast. If milk appears Wood^tsmtd doria/r* to « tin mpp'e. 



Ftf I/S — Duo papiDcoa of tkt breast eTtb 
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apply a breast pump to the affected breast. If the swelling in question 
is due to milk engorgement it will subside as the milk is drawn off. 



Fit, 154 -'-Amu mtmoi Fit. Mattiui «f puberty. 


Acute mastitu. The diagnosis of mastitis of infants is obvious 
by inspection alone {Fig. 159). In other examples of acute 
mastitis the examination of the breast is usually simple; it does 
not entail the painstaking care outlined already. E.xainine the nipple 
carefully for a crack or abrasion, a finding which is comparatively 
rare. Most breast abscesses are due to staphylococci entering the 
lactiferous ducts ; such infection is favoured by a retracted or 
poorly developed nipple. Palpate the infiamed breast with extreme 
gentleness, the object bring to ascertain which portion is roost 
indurated, for there will he the maximum purulent accumulation. 
When the breast is not as tender as we might expect, but the 
induration is greater and the history is somewhat prolonged, it 
is expedient to try to eliminate the possibility of mastitis carci- 
nomatosis, that galloping cancer of young, pregnant, or lactating 
women. 

Mastitis of puberty (Ftg. 160) One breast is tender, slightly 
swollen, and inflamed. Curiously, the condition is usually seen in 
boys and is hardly ever bilateral 
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Record of the Clinical Esamination of the Breast. — The record 
of the examination may be entered converiendy in the graphical 



manner of which Fi/. i6i is an actual example. The breast is 
divided into four quadrants, and a triangle represents the xxilla. 
The clinical findings registered in this way form an accurate record 
which IS more valuable than much description. 


THE MALE BREAST 

The examination of the male 
breast is carried out in the same 
manner as in the female. There 
is one sign which I haie found of 

rif. i6z — Munta tn the nule. Tb^ 
pzOtfit his been isLc^ to pus his hrscei on 
wnhout h» shiru Thu sonininiei revcili the 
ciute of the msiuui. as la the acnsnpsnying 

figure. A Waera huRon htsns loel, the resnsjzt- 

UUS button dim the brsce mvards, sod the 
bifchle igsmst the luppfe. 

value in mastitis in the male. 

Ask the patient to take off all the 

clothing above the waist, and then 

to replace his braces {Fig. 162) 

The cause of the mastitis is some- 

times evident. 




THE BREAST AND AXILLARY GLANDS 103 

EXAMINATION OF THE AXILLARY GLANDS 
The patient sJjould be seated slightly to the right, but facing 
the surgeon. The right axilla is palpated with the left hand, and 
vice versa. Let us assume that the left axilla is to be palpated. 

I. Raise the patient's arm from her side, and pass the extended 
fingers of the right hand high up into the ape.v of the axilia, directing 
the palm towards the lateral thoracic wall {Fig. 163). The patient’s 
arm is now brought to her side once more, and the forearm rests on 


the examiner’s forearm. She is asked to let the arm bang loosely in 
this position {Fig. 164). When this instruction has been carried out, 
the non-examining hand is free to place upon the patient’s right 
sfioufcfer, and serves to steady and control suhseqaent mameuvres. 
The fingers in the axilla are pressed upwards again to be quite 
certain that the highest limit has been reached. The fingers (the 
pulps of which are applied to the lateral thoracic wall) pass down- 
wards with a firm, sliding movemenL 

If the central axillary lymphatic glands are enlarged, they will 
be felt momentarily imprisoned between the thorax and the examining 
fingers (Fig. 165); their number, siae, and consistency are duly noted. 
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2. The pectoral group of glands U examined next The paucat’s 
arm is elet^fed, and the fingers arc insinuated beneath the peaoralis 



tv l6s— ' 




I th« «x£U loarnCT ajr gy iw p mcw*! ilx 

«Aj the cUiTuninf &ntm. 


major. This time the pulps of the fingers arc directed fonvards. 
The pectoralis minor mu«cle can frequently be detected, and between 
the tsso pectorals the pectoral lymphatic glands arc situated. 
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palpated, and if these glands are enlarged they tvill be found at the 
bottom of the fold. 

4. The apex of tlie axilla may be palpated from this aspect, which 
gives extremely good access to the more posmnor of the centra) group 
of glands. 



p gUn6$ fntn » cbiueal *u>i<>pou>> A, C«>»n] , 
aup , O, Glamf< •round (be luinii cciiulunim . 




5. Palpate around the insertion of the pectoralis major and hiatus 
semilunaris for enlarged glands lying upon the third part of the 
axillary artery. 

6. Sometimes the costocoracoid group of glands is enlarged when 
those o! the axiYla ate not. Enlargement of giands ’tying on the costo- 
coracoid membrane may be suspected when there is an obliteration 
of the infraclavicular hollow. In addition, there may be unilateral 
prominence of the veins in this region. 

The various groups of glands are indicated in Ftg. 167. 




CHAPTER XIV. 


THE THORAX 

The thorax is considered so fully in medical works, that no useful 
purpose would be served by embarking upon a detailed consideration 
of physical signs connected with intrathoracic disease. W’e will, 
therefore, focus attention on points of particular 
surgical significance. 

Much infonnaiion can be obtained from genera! 
inspection of the thorxK, and an astute sui;geon t%)Jl 
not fail to notice the thoracic build and respirator)* 
expansion in every relevant case. 

Fit 168 -Pigton b«ut The barrel chest, the most striking feature of 
which is an increased antero-posterior diameter of 
the thorax, suggests chronic emph)‘sema, but kyphosis can cause a 
similar appearance. 

T/ie flat chest is, on the whole, a misleading guide to chronic 
pulmonar}’ disease, notably phthisis. 

Special attention should be given to the 
conformauon of the supraclavicular foss®. 

The visceroptotic chest. Sloping 
shoulders and great obliquity of the ribs, 
combined with a narrow subcostal angle 
{see p. i6i), is a regular accompaniment of 
the virginal type of visceroptosis. This 
type of thorax must be distinguished from 
the flat ch«t. 

Pigeon breast (Fig. i6S) is the result 
of some bygone obstruction to inspiration 
at a time when the ribs were pliable. 

Harrison's sulcus is a transverse depres- 
sion, situated at the xiphisternal junction 
and passing laterally towards the mid-axHIary lines (Fig. 169). It 
corresponds to the line of attachment of the diaphragm, and the cau«e 
is bygone nckets. 
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Funnel chest is a depression of the Imver part of the sternum, 
which may extend as high as the third rib. It is usually congenital, 
and of no clinical importance. 

Elderly shoemakers are wont 
to have a depression in the lowest 
part of the sternum from long- 
continued pressure of the last. 

The ' rickety roiaiy ’ is the 
term given to enlargement of 
the costo-chondral articulations 
in children suffering from rickets. 

Unilateral contraction of the 
thorax suggests chronic pulmon- 
ary disease. The retracted side 
IS obviously smaller than its 
fellow, and the corresponding 
shoulder droops. The nbs, 
especially in the mid-axillary line, 
can be felt crowded together; 
they may nearly overlap. The 
spine is curved with its concavity towards the diseased side. Such 
changes due to disease of a lung are somewhat similar to those of 
scoliosis (see p, 291) arising from other causes. Without attempting to 
enter into the diagnosis of 
chronic pulmotiarydisease, 
the surgeon should deter- 
mine the position of the 
apex beat and also palpate 
the trachea. A finger in 
thesuprasternal notch(Fjg 
170) can readily detect 
deviation of the trachea 
— a most valuable sign of 
contracted lung (Holmes- 
Sellors.) 

UnilaleraJ bulging of 
the thorax can be due to 
gas or fluid in the pleural cavity, as well as intrathoracic cysts, 
tumours, or a diaphragmatic hernia. If the thorax is under-developed 
or deformed, almost instinctively one looks at the hands Clubbing 
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of the fingers 171) is a sign of chronic ano^xmia from anv 

cause; if the cause can be rcnKned, the cJubbing often gradualJr 
disappears. The nails of such fingers are curved longitudinally like 
a parrot’s beak. Hippocrates described them as one of the signs of 
chronic empyema. 

OBSERm'G RESPIRATORy EXCURSIONS 
.\fter having noted the veav the thorax expands under norma] 
conditions, ask the patient to breathe deeply, and continue the 
obsen’ation. Note the expansion in an upirard direction (apices) 
and downward direction (abdominal movement), as well as the more 
obvious lateral movement. Still continuing the determination of the 
extent of respiratory excursions, place the bands over each apex and 
then over each base. 

AIETHOD OF COUNTING RIBS 
Often It is necessary to know which rib is injured or diseased. 
Running the finger doivowards from the suprasternal notch a 



— Msthoi of coumm* rib*. The «i>*k of tfluu u fouoa : tha » opr*>«** 
the eoraJ MmUe*. £«rvv> «i« nlen fn«n tta jvxrrt. 
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transverse ridge can be feit, and often seen— the angle of Louis. By 
passing the finger along this ndge to the left or right it will pass 
directly on to the second rib. Ribs are counted from this point 
{Fig. 172). Posteriorly, nbs may be counted upwards, starting with 
the i2th, which can usually be felt, but in obese individuals only with 
difficulty. With the arm resting by the side the lower angle of the 
scapula lies upon the 7th rib. The spine of the scapula lies over 
the 3rd rib or 3rd intercostal space, but these scapular surface markings 
are not absolutely reliable guides. 

The cosia! margin is of considerable surgical importance. The 
subcostal angle is considered on p- i6i, and the sign of tender costal 
cartilage in gall-stones on p. 167. 

Slipping Rib . — ^The pain is referred to the exact position of the 
rib, which is usually the tenth. The lip of the tenth cartilage can be 
moved upwards freely, and this movement causes pain. Patients 
with slipping rib are usually women (Davies-Colley). 

CYANOSIS 

Particularly if the patient’s normal complexion is known to the 
clinician, and providing the light 1$ good, even a tinge of cyanosis is 
discernible at once. When cyanosis is perceived focus your attention 
on respiratory movement — Ate respirations laboured ? Do they 
appear painful ? Then proceed to count the respirations. Probably 
because my memory for numbers is poor, I am not above refreshing 
It from the following table. 

ist year . . 35-45 ^ To be of value the respira- 

1-2 years . 20-45 I tory rate of small children 

3- .^ ,, . . 20-40 I must be taken when they 

4- 5 „ 30 ) are at rest (Holt) 

Adults . . i6-2o 

As the count is made over half a minute, attention is riveted on the 
nostrils for movement of the alse nasi. The contents of the sputum 
pot, if such is available, are scrutinized m the manner taught so 
thoroughly on the medical side. 

Laryngeal Obstruction. — Dyspncea and cyanosis are, of course, 
cardinal signs of obstruction of the larynx, but I wish to direct 
attention to another very important sign — 

The Sign of Recession . — The lower end of the sternum, with 
the adjacent costal framework and epigastrium, is sucked m during 

Antoine Loui'. 17J3 17Q2 SurgroR, «'#»»«! «fe la Cfconi^ Pm 

ROBtiir D<viR-Ccu.EV CarteKiparsTt Gio’> Ltftdon 

UUTHFa F Holt, 1B55-1024. ProltSiOr of Durm of CkiUm, CVum*m Ufiterstry, Nm I’orS. 
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inspiration. This is especially nurked in young children {Fig. 173). 
In older children and adults, owing to tlie greater rigidity of 

the chest wall, reces- 
sion is less marked 
Considerable and 
persistent recession is 
the surest guide that 
tracheotomy (or in- 
tubation) is required 
urgently. 

Obstruction to 
a Large Bronchus 
(usually due to a 
/breign body or a plug 
of mucus). — Collapse 
of the corresponding 
lobe may be produced 
within a short time. 
The trachea is wont to be pulled toirards the affected lobe, therefore 
comine m the suprasternal notch (see Fig. jyo). Jn posi-operatite 
cases massite collapse of a lung should be suspected in a patient who, 
within 48 hours of haring an inhalation anaesthetic, has an abrupt ri«e 
of temperature combined with respirator)* distress. 

Pulmonary Emboltsm. — -The patient ('iho has usuaJh* had an 
operation ten to founeen days prei'Jously and apparently Js pro- 
gressing favourably) suddenly cries out. There is a feeling of 
impending death from suffocation, and usijallv a great desire to 
defscate. The condition is often rapidly fatal, but is not necessarily so. 

will assume that we have been called to a case in which the 
diagnosis is in doubt, for pulmonary cmbolisiu may simulate an intra- 
abdominal catastrophe, and vice versa. 

After examining the pulse look in the sputum pot, for sometimes 
blood-stained sputum is coughed up; this, however, appears not 
to be the rule. The next duty is to look at the legs and feet. Here 
will be found tell-tale eridence in a percentage of cases — not a very 
large one in my experience. If one leg is mdematous and pits on 
pressure, it is highly probable that there is thrombosis in the corres- 
ponding iliac vein, and this sign in conjunction with the sudden thoracic 
sj-mptoms is often sufficient to establish the.diagnosis. Ph)*sical signs 
of infarction of the Jung may be present in the thorax, but it is not 
advisable to disturb the patient in order to elirit them. 
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INrURIES TO THE THORAX 

Fractured Rib. — Ask the patient, who is stripped to the w^ist, 
to take a deep breath. If a rib or ribs are fractured, pain is Jikely 
to be experienced in the region of riie fracture before the zenith 
of inspiration, and he at once clasps a band to the injured part 
in an endeavour to support iL Careful palpation along each rib in 
this region will often reveal evidence of a breach of bony continuity, 
especially in a thin subject and 
when the fracture is of one of the 
upper ribs. Such evidence is 
frequently more reliable than a 
radiograph. In fat or muscular 
individuals, particularly when the 
fracture is situated somewhere in 
the middle of the series, which is a 
common situation, the compression 
test is valuable. 

The Compretston Test . — ^The 
base of one hand is placed over 
the sternum, and the base of the 
other over the spine, and the thorax 
is compressed antero-postenorly 
{Fig. 174). If a rib is fractured 
this manoeuvre causes pain at the 
sice of the lesion 

Auscultation for crepitus has 
some value in obscure incomplete fractures ; in doubtful cases this 
method of examination should be employed. 

Fracture of tbe Sternum. — The posture is characteristic; the 
body is bent forwards with the shoulders rotated m%vards, and the 
head is held forwards and downwards. Thanks to the comparative 
accessibility of the sternum to the palpating fingers, the deformity 
associated with a fracture of this structure is usually detected 
without difficulty. The spinal column must be examined for a con- 
comitant injury. 

Traumatic Asphyxia occasionally complicates compression injuries 
of the thorax, and it forms a striking clinical picture which, once seen, 
is never forgotten (Fi^. 175) The face is purple. The cyanosis is 
confined mainly to the face and neck, although it may be seen to a 



Ftf Th» e&mprt»»ion ten for 
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lesser extent on the thorax. The conjuncUv’te are bright red from 
conjunctival htemorrhages, and small petechial hemorrhages are seen 
in the skin. 



Fig I7J.— Tminunc uphrai*. 


Blast Injuries due to high explosives are borne, to a great 
extent, bj- the lungs. In patients nho survive, the symptoms 
and signs are few, consequently, 
the condition may be overlooked, 
especially when other lesions are 
in eridence. Always suspect the 
pnssfltctr of ibng- a^uiy nr trfeiy 
patient who has been in\ohed 
in an explosion. An expanded 
appearance of the lower chest is 
a fairly regular accompaniment 
(Fio. 176 ). 
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Surgical Emphysema has been referred to already (p. 13). A 
more or less localized emphysema accompanies fracture of the rib 
with lung penetration by a fragment. 

In cases of tension pneumothorai, or a ralvnlar leak in the chest wall, 
subcutaneous emphjsema spreads visibly with each cough, usually in an 
up\\ard direction The most extreme examples of surgical emph5’sema 
are to be seen ^\hen a wound or rupture of the trachea or bronchi allows 
a communication to exist with the areolar tissue of the mediastinum. In 
this case the whole of the subcutaneous plane of the neck and face 
may become distended with air and threaten life by pressure on the great 
veins. 

Every case of thoracic injury with surgical emphysema should 
be regarded seriously, especially if the answer to the question, 
“Have you coughed up any blood?” (an interrogation which 
must never be omitted) is in the affirmauve. The proper pro- 
cedure in such cases is to observ'e very closely at frequent intervals 
for signs of htemo*pneumothorax, having due regard, when the 
injury is on the left side, for a concomitant rupture of the spleen 
(p. 238). 

Thoracic Wounds.—’ Sucking ’ wounds indicate tliat the pleura 
has been opened. Bloody froth issuing from a wound, coupled 
with respiratory distress, suggests increased tension. 

Heart Tamponade . — In penetrating wounds of the 
pericardium the heart may be wounded, and bleeding 
occurs into the pericardium. This sometimes gives 
rise to a precordia! bulge. As the haemo-pcncardium 
develops, the systemic circulation fails correspondingly. 

The veins of the neck and face become engorged 
and the cardiac dullness increases {Fig. 177). 

CHRONIC EirtPYEAU SINUS 

An empyema has been drained, but the sinus continues to 
discharge indefinitely (Fig. tyS). Among the common causes of 
this troublesome complication arc ineffectual drainage {Fig. 179), 
a retained drainage tube, necrosis of nbs, thickening of the 
pleura with fibrosis of the lung, actinomycosis, and tuberculosis 
The elucidation of the problem is impossible without the aid of 
radiography and other diagnostic adjuvants. Nevertheless, at the 
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clinical examination we note the level of the sinus, palpate the 
bony thorax about it for an undue 
callus fomution, percuss and auscultate, 
and examine the pus for actinomycotic 
granules (p. 35). 




Fig >78 — Chronic cmpycmi^nu* 
otsnrn ycari' duntion. Thct>f>rmns 
>1 at ■ eomparau«<Iv high IcreL Thic 
paocnt't hindi are tho»n in Fif 171. 

EXAMINATION OF A 
CYSTIC S^VELLING OF THE 
THORACIC WALL 
A patient with a cystic 
ellmg connected with the 
deeper layers of the thoracic Avail 
IS presented. After confirming 
that the swelling fluctuates, 
apply the folIoAAing tests; Ask 
the patient to cough, and by 
inspection and palpation note if 
there is any impulse. Next, by 
sustained pressure AAilh the flat 
of the hand, endeavour to 
reduce the swelling into the 
thorax Usualh an empyema 
necessitatis (1 e., one in which 


with 0 cjvirv 01 con«i^fr«Dle m 
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the pus has escaped subcutaneously) is completely reducible, but it 
reappears when the patient coughs. Commonly these signs are 
absent in the case of a tuberculous abscess connected with a rib 
(Fig. 180), but sometimes even this cystic suelling is partially reducible 
into an extrapleural pocket of the abscess cavity. A hernia of the 
lung is of great rarity; it is completely reducible, but tympanitic. It 
IS possible for an aortic aneurysm to give rise to a cystic swelling 
near the sternum, but it is hardly likely that such a swelling will 
cause perplexity. 

RETRO-MAAIMARY SWELLING 

Swellings connected with the bony thorax, when they are situated 
immediately behind the breast (Fi^. 181), are very liable to be 
confounded with tumours and abscesses of the breast itself 



fig iSi — A rrtio-m»itBnary cv«ic socDme connected mck • costal ear 
Mistaken by several obsersefa foe a libn>.»cleiioma of the breast 


If the flat of the hand is placed over the swelling, the breast 
will be found to be movable on the swelling behind it. This is 
the chief method by which is settled that important point— “ Is the 
swelling in or behind the breast ? ” 
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SUBDIAPHRAGMATIC ABSCESS 
Although not a thoracic lesion, it is more instructive to deal with 
this condition here for reasons which will be obvious. 

Thanks to the adoption of Fowler's position in treatment, sub- 
diaphragmatic abcesss is now comparatively rare. The condition is 
difficult to diagnose. “ Signs of pus somewhere, signs of pus nowhere 
else, signs of pus there," was Barnard’s aphorism regarding subdia- 
phragmatic abscess. 



In fully three-quarters of all cases signs are present in the thorax. 
In early cases the signs are those of pressure on the lung. Later there 
are signs of pleural effusion, which pass on to those of empjema. 

Inspection. — Inspection of the chest and abdomen may reveal a 
local swelling, bulging of the ribs, or immobility of the chest. In 
very rare instances a scoliosis has been noted due to the contracture 
of the quadratus lumborum. 

Lttten's Diaphragmatic Shadozo. — -The patient, stripped to the 
pubis, lies on a couch upon his back, with his feet pointing directly 
towards a window. Cross lights are excluded by darkening all 

CfORGE Rtcrson Fo\n.EJ> iS+S-1906. PiB/tuiw StirtOi, Xm >»'* Polyehme. 
mBOiJ> LE'itlE BuineRD, 186S-190S, Surftan, Landoa Hatftlal 
Mo»m LlTTEN, 1845-1907. PhitteiaH, ChanU Haipital, SrHtR. 





THE THORAX 


117 


other sources of illumination. The obsen’er stands at the patient’s 
side and watches the respiratory movements. As tiie ribs rise 
with inspiration a narrow shadow moves down the axilla from the 
seienth to approximately the ninth or tenth rib. By observing 
this shadow it is possible to tell whether diaphragmatic excur- 
sions are talking place normally. The sign can be elicited upon 
either side. 

Percussion. — ^\Vhen gas is present, percussion may yield the 
classical four areas of altered resonance {Fig. 182), ivhich are, from 
below upwards: (i) Dull — due to liver; (2) Resonant-— due to gas in 
the abscess ; (3) Dull — due to collapsed lung ; (4) Resonant — the 
normal lung resonance. Unfortunately it is not usual to find this 
classical picture. 

The Shifting Bubble of Gas. — When the patient is lying on 
his back there is a resonant area beneath the costal margin which 
disappears when he is examined in the knee-elbow position. This 
sign is present very rarely. 

Olflerential Diagnosis between Subdiapbragmatic Abscess and 
Primary Empyema. — ^The curve of the area of dullness in sub- 
diaphragmatic abscess is the curve of the diaphragm, which is dome- 
shaped. The cur%'e of the dullness in empyema is S-shaped. It 
should be noted also that there is no displacement of the heart laterally 
m even the largest subdiaphragmattc abscess. 

In collections beneath the right cupola, when the patient is on 
his hands and knees, the zone of resonance and respiratory movement 
moves caudally. This sign is useful particularly in the case of hydatid 
disease. (Dew.) 

EXAMINATION OF A CASE OF DYSPHAGIA 

Undoubtedly the mam points in the examination of 3 case of 
increasing dysphagia can only be ascertained by larj’ngoscopical, 
ccsophagoscopical, and radiological methods. Nevertheless there are 
certain joints to which attention should be directed at the ^relimma^ 
clinical examination. 

Ask the patient where he thinks the food is arrested. If he is 
intelligent, he can often throw much light upon his own case. 
Examine the mouth. Palpate the neck, particularly for enlarged 
glands. Eliminate the possibility of aneuiysm — for instance, feel 
both radial pulses simultaneously, and try for a tracheal tug. Examine 


Harold Dew, Contmporary Prafusor ef Surgtry Umomfly ef Si^aef, AiHralu) 
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the abdomen, and at the same time look for signs of Avasting as CAnnced 
by laxity of the subcutaneous tissues. 

Another moderately rare cause of dysphagia, which, if we are 
ahv'e to its existence, can be diagnosed clinically, is nhat Is known 
as the Plummer- Vinson syndrome. The patient is nearly always 
a woman. She may complain that 
she is unable to swallow anything 
solid, as I haA’e witnessed. She is 
abnormally pale, for she is profoundly 
anaemic. We examine her finger-nai'is; 
instead of being convex they are spoon- 
shaped (Ftg. 183). The dysphagia, 
aniemta, and spoon-shaped finger- 
nails constitute the syndrome. 

Veiy occasionally a pharyngeal 
pouch is the cause of dysphagia ; a 
well-developed pouch can be felt as a 
soft cA'stic swelling on the left side of 
the neck. By pressure the contents of 
the pouch — usually foul fluid — can be 
emptied into the phaiynx and mouth. 

Supposing the diagnosis of carcinoma of the cesophagus has been 
proved, and one is undecided ivhether gastrostomy (or intubation) is 
necessary, have the patient weighed, and examine him in 3 week’s 
time. Dunng the interx’al he should make oiit a complete list of the 
nourishment he has managed to retain. 



Hexst S Plt-NtMElt. iS7-» 1936, Phifinm, Cbmc, Rvthattr, 
POBTTR P \ INSON, Coitlrmporary Pl}}stam, Alayo Cbffic. 
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CHAPTER XV 

THE SHOULDER, ARM, AND FOREARM 

THE EXAMINATION OF THE SHOULDER GIRDLE, 
WITH ESPECIAL REFERENCE TO INJURY 

The patient should sit h ith both shoulders bare. Inspect the shoulder 
girdle from in front and also from the side, and compare one side 



FiS 184 — aieht circumScx ?jrr\e paralj'sis Kot« wasting of the dcHoid 


with the other. It js convenient to postpone inspection from the 
back until a later stage of the examination. 

Ask the patient to lift his arm, at first to a right angle, and then 
above his head. If the arm can be lifted perpendicularly above the 
head, it is proof positive that there can be no serious injury to 
the shoulder-joint or the shoulder girdle. If the movement from the 




120 PHYSICAL SIGNS IN CLINICAL SURGERY 

horizontal to the vertical is perfonned hesitatingly, and the endeavour 
terminated abruptly by sudden pain, fracture of the cla% icle is probable. 
If the arm can only be raised very slightly, and, above all, if the patient 
supports the injured side with his other hand, then a fracture or 
dislocation is- practically certain. 

A dropping of one shoulder is noted frequendy in fractured 
clavicle. Often a flattening of the shoulder is seen in dislocation of 
the joint, but it is by no means a diagnostic sign. 

Fig. 184 shows a case of paralysis of the circumflex nene A\hich 
trapped a Fellowship candidate. The shoulder is undoubtedly 
flattened, but the flattening is due to the wasting of the deltoid muscle. 



Fie. iSs — Tbc rtikr WM u dnlontnl (boulder. 


The Ruler Test {Hamilton's Tat ). — ^This test is extraordinarily 
simpfe and of great practfcaf atihn. A’ormal/y, a straigit-ed^ 
cannot rest on the acromion and the lateral epicondyle of the 
humerus simultaneously, for the great tuberosity of the humerus is 
m the way. If it can, then the shoulder is dislocated {Fig. 185), or 
the neck of the scapula is broken. 


FlLU>-x H HA-MltTON. 1813-18S6. Surgfon. Ltmg Jilaa4 Cdlrgr Ump tat. Am Vori. 
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Callaway’s Test {Fig. t86) is of special value in obscure shoulder 
injuries of fat people. The test consists in passing a tape-measure 
over the acromion and through the axilla. The measurement is com- 
pared with that of the opposite side. If the shoulder is dislocated, 
there is increased girth on the affected side. 



Fsi lit — CiUavav't lei in d»loc*led l}|puIde^ 


Dugas’ Test. — The patient places his hand on the opposite 
shoulder. Normally, when this is done the elbow can readily touch 
the side of the body ; but if the head of the humerus is dislocated, 
the action cannot be performed. 

Another useful method of investigating the neighbourhood of the 
shoulder-joint for bony injury is to compare with that of the opposite 
side the triangle formed by three bony points, namely, the tip of the 
acromion, the tip of the coracoid process, and the great tuberosity of 
the humerus {Figs. sSj, i88). Students are apt to have difficulty in 
locating the tip of the coracoid. They are liable to search too medially 
for this really very obvious structure. Fig. 187 shows the finger 
resting upon the tip of the coracoid. 

A point worth remembering is that an effusion into the sub- 
acromial bursa, as compared with one into the shoulder-joint proper. 


Thomas CALu^WAY, jbT« , 1811-1S69, Sntbih Siff«con, pmtistd in Algier%. 
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is most likely to be recognized by observing the patient from behind 
and above (Kuster). 



EXAMINATION OF 
THE CLAVICLE 

The clavicle is 
palpated by running 
the fingers along its 
subcutaneous surface. 
If a breach in con- 
tinuity IS not obvious, 
stand behind the 
patient and carry out 
the manceuvre shown 
m Ft£ 189 

The sterno-clavi- 
cular jomt and the 
acromto- clavicular 


joint {Fig. 190) are both readily accessible to the palpating fingers. 


EXAMINATION OF THE 
SCAPULA 

A considerable portion of 
the scapula is readily accessible 
to the palpating fingers, and as 
X-ray examination of this bone is 
sometimes unsatisfactory, clinical 
methods are all the more im- 
portant. The spine and acromion 
are examined by palpating along 
this bony ridge while the arm 
is gently hyper-abducted {Fig 
rgr). Fractures of the neefc of 
the scapula are particularly liable 
to be overlooked. Grasp the 
patient’s arm in such a manner 
that his forearm rests on the ex- 



Pr£ 199 — Os^eo-3rtJl«I» of ihe BCromiO' 
claMCvlar joint wnh effusion 


aminer’s forearm (Fig. 193) By 

this means the whole of the upper extremity can be raised and loivefed 


EavsT KustTb 1839-1030, Prafesarr af CbiiKal Sargery ila^e 
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ROUTINE EXAMINATION OF THE MOVEMENTS OF 
THE SHOULDER.JOINT 

The movements of the shoulder-jomt cannot be examined properly 
from in front ; from this aspect tt is possible to overlook, and even 
pass as normal, a completely ankylosed joint. The clinician must 
stand behind the patient, where be can observe any movement of the 
scapula, and,’ if necessary’, fiv that bone 



f'< «93 — T«$tmg the raovetnem* o< the shouldet-iouu aUuctiim The nonnel limit 
a{ ebduction la ahowti The actpvia is 0sed m order to be <)<«(e tcnain (h» sU the /noi'enient 
telcinf pUee at the ahoulder'joint 

Commence by testing abduction {Ftg. 193). It is convenient to 
grasp the elbow while the various movements of the shoulder are 
test^, and one should commence by examining the shoulder which is 
not complained of, so that one can get an idea of the range of move- 
ment which is to be expected in that particular case. The norma! 
degree of maximal abduction is to a right angle. One must be certain 
that this abduction is taking place entirely at the shoulder-joint ; 
the scapula must be perfectly still. If the scapula is seen to move 
before the arm reaches the right angle, then it must be fixed whilst 
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the arm is at rest by the side, and the mo\ement of abduction again 
carried out. If the scapula is felt to rotate at a certain point before 
the right angle is reached by the ami, then there is hmitation of 
abduction, and the angle of the limit of abduction is noted and 
recorded. 

The normal limit of adduction of the shoulder-joint is show-n in 
Fig. 194. With the forearm flexed the elboM comes to the umbilicus. 
The same precaution of watching, and if necessary fixing, the scapula 
must be observed, as in all tests of moxement of the shoulder. 



F/t Twtini mowntno et tht 

shouldcr.joint aJJueuon the poim 

of the elbow cm be brought to the middle 
line of the bod) (umbilicue) 


Ftf JOJ— Tertwf rooionent* of the 
theuMer joint i rsMlien. 


Rotation is carried out as shorni in Fig. 195. 

The routine examination of the shoulder-joint should be com- 
pleted by passing the fingers, with the pulps directed outivards, uell 
up into the axilla. In spare individuals the head of the humerus can be 
felt, and the position of the subglenoid ^novial pouch can be located. 

Auscultation of the shotdder-joini is performed by placing the 
stethoscope over the antenor surface of the joint whilst the arm is 
moved to and from the side ; in this way fine crepitations which 
are not palpable may be heard. 

The Differential Diagnosis between Periarticular Adhesions, 
Supraspinatus Tendinitis, and Arthritis of the Shoulder-joint. — 
Adhesions . — Abduction commences painlessly until nearly a right 
angle is reached. Pain then begins, and tends to increase as further 
abduction is attempted. 
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Siipraspinatiis Tendinitis . — Abduction ojmmences and continues 
painlessly until nearly a right angle is reached. Pain then starts 
abruptly, only to pass off as the abductfon is continued beyond a 
right angle. 

Arthritis . — Pain begins as soon'as abduction is commenced and 
continues throughout the movement (Codman). 

Rupture of the Supraspiaatus. — Rupture of the tendon of the 
supraspinatus gives rise to a characteristic powerlessness. The deltoid 
can be seen and felt to be contracting vigorously, but the humerus 





Fit 196 — Rupture o( th< suprttpmann Th« more the patent «ndet\eurs to lift hi) 
arm the more he thruga hie thnulder (\VatMn>}on» ) 

cannot be abducted by the deltoid alone. The more the patient 
struggles to elevate the limb the more he shrugs his shoulder 
{Tig. 196). (Watson-Jones ) 

EXAMINATION OF THE UPPER ARM 

When the arm is viewed from the side a characteristic deformity 
is often seen in cases of fracture of the anatomical neck of the humerus : 
the normal rounded gentle curve is replaced by a sharp deformity 
anteriorly. 

Fractures of the shaft of the humerus are best tested for by 
gentle abduction of the arm. The forearm is supported during this 
mancEUvre [Fig. 197). 

Comparative mensuration from the tip of the acromion to the 
lateral epicondyle is sometimes of value [Fig. igS), especially 


Erksst Amoby Codman, Conlmporary CoRSafnnf Surgeim Uanadnantt General Hoipilal Boston 
Reginald WatsON-JoneS, ContfmfpBrary Orliof^it Surgtm, tjverpoo! Royal infirmary 
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^i; i«7 — Te'Onr far frocrwte of the 

htomery* (upper t»o-third») The (oreann la 
gnuped above the vrut. and the atm ■* ah' 
ducted earefullv. 


Ft IPS— -Meaaunug ih* Jniplb of the 
aim. The disunce betuten the Up of fbt 
acromion and ib« lateral epieondyle «a itieaMurd 
on each side. 


when an impacted fracture is suspected. Impacted fractures are 
often overlooked in the first instance through the omission of 
measurement. 

The lower half of the humerus can be palpated readily. The 
upper half of the humerus 
IS accessible between biceps 
and triceps on the inner 
side. 

Rupture of the Biceps 
Muscle. — In rupture of the 
bell)' of the muscle there 
are t\vo lumps separated 
by a gap. In rupture of 
the tendon, and also in 
rupture of the sheath of 
the muscle, there is but 
one lump (Fi^. 199). 

When the biceps is 
ruptured, flexion of, the 
forearm supinated is less 
powerful than with the 

forearm pronated. — RuptUte of Ihe tendon of the biceps. 
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EXAMINATION OF THE ELBOW-JOINT 
Very characteristic is the appearance of a backward dislocation 
of the elbow-joint (Fig- 200). The olecranon protrudes abnormally ; 
the diagnosis is obvious. 



Fv. 299 — Chitaetemcic tnitudc tnd 
defennitr in backward diaUicadon of (h« 
atbow-joint 


Fit ae> — Eatmining for a fitctura n 
tb« legioti of the albow-iomt. Tha tnangla 
ta formed by fhc lateral and media) epieendrlea 
and ibr tip td th» olecranon When tha ann 
V extended thete three pointt ibould be m a 
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Obsen'e the ‘ canj'ing angle-*, remembering that in pronatfon 
the angle disappears. 

In testing for more obscure injuries about the elbow a useful 
method is to deterrnine the relationship of the lateral and medial 
epicondyles to the tip of the olecranon. These three bony points 
form a triangle ^^hen the elbow is flexed {Fig. 201). Next, test the 
integritj’ of the head of the radius ; this lies more posteriorly than ue 
are apt to think. To find it, rest the tip of the middle finger on the 
external epicondjle, then place the index alongside it, the elbow being 
at a right angle (Fig. 202). The arm is then pronated and supinated, 
and the head of the radius is felt to rotate beneath the inde.x finger 
(Alan Todd’s method). 

Tennis Elbow. — There is tenderness over the lateral epicondjle 
and in the outer part of the antecubital fossa (see Fig, 3, p. 4). 
Pain is accentuated by pronating the forearm. 



Fiji. 14] — rffLaim hiio the dto enu n tn>m elbow. 


Miner’s Elbow (sj-n. Student’s) Elbow.-^The effusion into the 
bursa over the subcutaneous surface of the olecranon process can 
hardly be mistaken (Fig. 203). 

PALPATION OF THE SUPRATROCHLEAR GLAND 

One often finds quite significant enlargements of this gland 
missed, even after a search has been made. The method of palpation 
should be first of all to flex the arm to a right angle, in order to 
relax the surrounding structures. It is futile to search for minor 
enlargements of the gland with the arm in the extended position. 
Fig. 204 shows the gland being palpated.' When enlarged, it will be 
found slipping beneath tlie finger on the anterior surface of the medial 
intermuscular septum, Jin. above the base of the medial epicondjle. 

Bilateral enlargement of the supratrochlear glands suggests laten* 
sj'phih's. 


IL Todd. Conumfiofary OrtSntiarla Siartam, Cnyilm Ctnrrcl llai{.ital. tie. 
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EXAMINATION OF THE FOREARM 
The ulna can be palpated along its subcutaneous border through- 
out its length. The lower two-thirds of the radius is accessible also. 
The most common fracture in this region is Colles’s, which gives rise 
to the typical ‘ dinner-fork ’ deformity (Fig. 205). 




Fig. 205 — Colter's The dinxker>foTk defortruty 

In the more obscure injuries of this region the styloid processes 
of the radius and ulna should be palpated, and their position in 
relation to one another noted and compared with the opposite side. 
If there is no obvious deformity, but a fracture of the lower end of 
the radius is suspected, try to riicit abnormal movement or crepitus 
by grasping the radius with one hand above and one hand below the 
probable site of fracture. 

Abraham Cou.es, 1773-1843. Frojesioi 0/ Surttry, DMm. 
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THE HAND 

EXAAHNATTON OF AN INFECTED HAND 
Pakon'tchu is a comparatively minor infected lesion of the hand. 
Almost always the diagnosis can be m ade on in spection alone. 

Inflammation is seen around the n ail {Fis. 206), and 
in about 60 per cent of cases un der the base of the 
nail also. 

Nearly as CQnunjio as p aronychi a is infection pf a 
ie mifta! p ulp componmmt. The pulps of the fingers 
an 3 thumb arc suSjeoed to 
more, priclrs. and therefore 
infections, than any other 
part of the body. Nature 
has proved in this sit uatio n 
a - dosed fascial compartmen t 
which «tends from the tip 
of the digit to the level of -rv ^er — iv taa inii 
F>g *e6.-P««T- the tyiph^-sial line of the bjn U* rt*. of U* ^ 
terminal phal^ (FiV. 207). 

•bmg Mfl’. AMien a' terminal pulp com- 

partment is infected thert,is 

tenderness li mite d- to the pulp — an d hter local swelli^. Tlie 
diagnosis presents no difficulty, and, unless ‘the condition is im- 
properly treat ed, it is sddom senous. 

SERIOUS INFECTIONS OF THE HAND 

HTien the Aantf re to anj' evtenr seTxaaskz-mSsnretl ft tries tep 
the position of rest (Fig. 20S). Gra^e infecrinn^ of the hand fall 
into three categories : — 

a. Lymphangitis. 

b. Sup purative tenos^-poyit is. 

c. A fasci al space infection . Thre is often a sequel of (b). 
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It is of cardinalimportance to disttnguisK lymphangitis from 
suppurative tenosyno^tis and Tascial "space' infections! The two 
latter conditions require urgent operation, while in lymphangitis, at 
any rate in its early stages, incision 
is highly mi schievou s. 

Usually the all-importan t 
diagnosis can be made if we pro- 
ceed as follo^vs . — 

1, Take t he paneni*s temper a- 

ture 



2. Obs^e the hand. This 
is a convenient place to enunciate^. 

a principle so fundam^tal that ji_ should be shouted from the house- 
tops. The greatest-siseiling does not indicate the position of the pus. 
Frequently there is tedema (swelling) dJ the^dorsum (Ftg, 209), 



whereas in 90 per-cent of cases the p us lies on the palmar aspect. 
CEdema gives rise to pittin g, on pressure ( see pT" 65 . IF pus is present 
induration of tissaa^can-be. fe lt. 

3. Scrutinize the arm for lym phangitis ; if present red lines will 
be seen pas sing up t heliol b {see p. 29). 
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4. Palpa te the supratroch lea r gland Qef p, 130). 

5. Examine the a xillary Jvmphatic gbnds ( see p. 103). 

Suppurati%’e Tenosynovitis. — If a tendon-sheath i s infected, that 

finger is likely to be more flexed t han th e others. The fore^gcr 
when inflamed is not so much flex ed as the remainder (John Hilton). 

The essential signs of an infected digital tendon-sheath are : — 

1. S^^elling and loss of function . 

2. Flexion of the finger (stone de crochet). 

3. T enderness, nm imal over the infected sheath. Bearing these 
in mind, let us proceed to examine the h and. STsk the patient 

to mote th^ fi nger&4- one would 
think tha t he w-pu ld hold_ the 
infected digit rigi dly. Too 
often this a5,su_niplL£tn lias 
beguiled the clim 'cian. Gently 
— exceedingly gently — extend 
a finger not suspect ed. Simi- 
larly, test other digits. Often 
exquisite pain i s produced by 
the slightest attempt at exten- 
sion'(Fjg. 210), not only of the 
infected, but of an uninfected, 
digit or digits immediately 
'adjacent. “So*"lt comes about 
tlwt although we are now 
almost certain that a tendon- 
sheath is in\olved,‘ %\e are as 
jet, usually, jinable to be certain 
which. The point of maximal 
tenderness, must be fojitid, and 
while the search is in progress it is of fundamental importanc^tq be 
able to usualiz e the surface anatomy of the tendon-sheaths and 
their connections (Figf. 21J, 212). 

Ask the patient t oJa y the hand in the mos t comfortable position 
possible, palm upwards, a nd, to take his time.injloing_so. The point 
of maximal tenderness is found by palp ating 5 %-stematicallv with som e 
blunt-p ointed instrument ; a burnt match stalk, with the loose charcoal 
removed, a nswers the purpose admirably fF/g. 213). 

Serious as it is at all times, when the tendon-sheaths of the thumb 
or the little finger are m\ohed, suppurath’c tenosj-novitis becomes a 



Fit 210 — TnCing tor >uppunov« tmoerno- 
^itu Tbc uiaev fingrr u 

esKtidf± Wlim lh» ttodon-abalh a mi-drcd, 
causes acurc p^iti, xnc»t mirk«(l a\er ibc 
iDetacarp».phaIangcEl joint. 


John Hii 


1S0S-1S7S Syffron. Cjyt Hifpiul. Lendim. 
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Fv > -~Sh4«mg th« tclaiionslup ol th« flexor U(t4on><h*«t>it to the 
<i«ani of the futgen and palm. 
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lesion of the first magnitude. In the case of the little finger, almost 
certain!)', the ulnar bursa (the palmar bursa of British anatomy) «ill 
be implicated quicUy. If the i nfection is prim arily in the flew 
tendon-sheath of the th umb, simultaneously the radial bitr sa (s\-n. 



Fv 3S3 — ^«Luig the point of munul aendemen In tuppuntne t«o- 
tynovicu this point if ovrr the cnl-de^wc ot the bue of the ehmb in the 

else of the indnt, jnidJIe and img fincen file niiziinil [«in» of tenderneM 

m the cue 'of infection of the ihcethi cl the thumb end Inlle finger ere ibovn 
aho. fftoino of Cmdemoi* efttr K. KernKm! 


right up under the anterior annular ligamen t to abo %e^he_^rist (tee 

Nor is this the uhole g looim* stor)\ If the ^ndon-sheath o f 
either the t humb or the jitde finger becomes infected there is an 
8o per cent chance that uithin 4 8 hou rs_there_t\jll_be infe^ctioa_oLboth 
thelilnar and radial bu rsg, for usu all)'. as shoyn in Fig. 211, there is 
an i ntercommunicaung cha nneLbetneen-these .bursa. 
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Signs of Involvement of Ulnar Bursa. — ^The following signs are 
indicative of in^^olvement of the ulnar bursa : (i) ( Edema of the han d, 
especially of the dorsum; (2) Fullness 
of the palm, but the conca vity is still 
present; (3) F ullness immediate ly above 
the anterio r annular ligament ; (4) 

Kanavel's si gn — the most valuable o f all 
— a point~ bf maximal tenderness, in the 
position shown in Fig. 214. 

Signs of Involvement tf the Jiadial 
Bursa. — T hese are as follows; (i) There 
is flexion of the distal phalanx of the 
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the resistance to extension 'nhich is present in tcnmj'noMiis of the 
flexor pollicis longus. 



Fif, «i4 — ‘ Oallooninf* of (be (beat/ eminence I the (ivn of ec infected 
(heme tiecui epecc. 


EXAMINATION OF THE CARPAL BONES FOR IN7URy 
\Vc iteyetJjcpia-the examination of the carpal bones as a first 
step, but rather «e assure oursclics_thaUihe-iadlu5^ndjuIna are 



Fi/. 117 '^Tbe OT'cidfioIklcd crJc 
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THE HAND 


>39 


intact, and particularly that no impacted fracture o f the, former-exists. 
^Vhen a c arpal iniury is suspected, be^in hy exa mining t he sc aphojd, 
for this is the bpne^most freq uently injured . 

Examination of the Scaphoid Bone. — 

After fracture of the carpal sca phoid, s weljing appea^^almnst 
once {Fig. 217). It is most, mark ed in the r egio n known a s the^ 
anatomicaLsnuffiox. The swelling is never great, nor is it wide - 
spread (Alan Todd). 



rVr — Mtamnng for thcrttmne of th« tarpoa The duMncc b»rw»n (b« b»ao 
of the hnc metacarpal and the at>)«t<l proceaa o( the ndiua u compared with that ot the 
opposite aide. 

1. Palpate the A mlarsicffl Snuff-box .. — ^The hand should be in 
ulnar d eviation , for in this position the scaphoid ij brou gh t into th e 
box, and, if fractured, will b e tender to palpation. 

2. Measiire for ShoTtemns of the Carpus tF ig. 218). — With a pair 
of c alipers m easure the d istance between the ba se o f the first meta - 
carpal and the styloid process of the radius, and c ompare with the 
opposite side. Shortening is not regularly present in a fracture of 
the scaphoid, but is see n more often when the fracture is impacte d. 

3 . I ndirect Percussio n — Hold the arm as shown m the illustration 
{Fig. 219), so that the patient cannot see what is being done. Percuss 
the knuckles. If the s caphoid is frartured, ten derness is most marked 
over the mid d.le metacarpal when the hand 13 drawn to the rad ial 
side. (There is also some te nderness over the m etaca rpals o f the 


Alan H Todd, Co«p 


rary Ortho[whe Surgeon, Croydon General Hospit 



140 PHYSICAL SIGNS 


N CLINICAL SURGERY 


index finger and thumb, but none over the metac^als of the ring 
and little fingers.) 



Fit- si9~lAdve«t pcRuuioR. Ubm the enphexj i> rnmired. leniierntn 
u (notl RUflied over the iniJdlc meucftT^L 


Examination of the Semilunar Bone. — 

I. Middle MetacarpaLSIiortenins. — Fig. 220 sbovvs-the character- 
istic shortening of the middle metacarpal due to fr acture-dis location 



patient makes a fist. 

2. Indirect Peratssion . — ^WTien the knuckles are percussed, maxi- 
mal tenderness is found over the ring metaca rpal if the hand is drawn 
to the ulnar side. 





the hand 


I4I 


DUPUYTREN'S CONTRACTURE 
The diagnosis of Dupuytren’s contracture is usually very 
easy. The only conditions with which it is confused are a 



fig ttl — Dupoytfen'j oontf*cnir« 


contracture of the corresponding flexor tendon, and congenital 
contracture of the little 
finger. The possibility 
of the former can be 
eliminated at once by 
flexing the wrist and 
trying to extend the 
finger. If the con- 
traction is in the flexor 
tendon, the affected 
finger can now be 
straightened. 

On the other 
hand, if the deformity 
is a Dupuytren’s 
contracture (palmar 
fascia), the finger still 
resists extension (Ftg. 

221). 



Fig 222 — PhotogTiph A. The Volkmann’s 

contmcturc S. ThaC tbc fingers cxn be part/slly ettendeil by 
fiexmc the wrttt 


Ba20n Guu-laume Dupuytren, iTTf-iSjs, SuTgeai Heut Dm*. Paru 
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VOLKAIANN’S ISCHEAUC CONTRACTURE 
In many instances tschxmic contracture follows tight bandaging 
and pressure of splints used in the treatment of fractures of the 
arm. In extreme cases complete claw-hand may result {see p. 303). 
The fingers are flexed, but can be at least partially extended when 
the wrist is flexed. {Fig. 222). This demonstrates that the con- 
tracture is in the flexor group of muscles, which is by far the 
commonest situation. 

COMPOUND PALMAR GANGLION 
Compound palmar ganglion is an old term to signify tuberculous 
tenosynovitis of the ulnar bursa. In cases of some standing the 
fingers are partially flexed and there is an hour-glass-shaped swelling 



Fig 323 — Compound palmir fsn^lron. Fhictuioon Accotnpimed bj ■ peculux’ crepitint 
sensapon (due lo tfae moeemetit of meloivseed bodies) could be Dbtemed bcTweea the positions 
tnsiked by the slitows. Inset . smTie of Ibc mchm-eeed bodies ronored st opersotsi on 

which bulges above and below tbe autedor annular ligament. Fluctua- 
tion can be elicited from one compartment of the swelling to the 
other {Fig. 223), and very characteristic is the soft crepitant sensation 
derived from the raorements of the melon-seed bodies which aboimd 
within the infected bursa. . 




RlClLUtD 
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MALLET FINGER AND TRIGGER FINGER 



Fit M* — Afallgf ftruttr TV termini Fig ttf — Afttr rtonnj her herd the peCient 

phalanx einnot be exMoJea e««»us« ih« inter* teat tsktd «o open it, with ihii retult only when 

tion of the extentor tendon hat been ram the tint finter wtt istitted could it be extended, 

a mere touch lo^erdi unflexint end the Anper 
tnepped into line tilth the oihert 

Each of the above clinical entities is so characteristic that once seen 
their diagnosis never presents the slightest difficulty. (Jvf r. 224, 225.) 

IMPLANTATION DERMOID 
Because the fingers are frequently 
pricked — especially the pulps of the 
fingers — implantation dermoid cysts 
are more often encountered in this 
region than elsewhere. Under the skin 
there is a painless, soft cyst (Ft^. 226), 
which is neither attached to the skin 
nor the deeper structures The over- 
lying integument is normal. The 
inference is that at some previous 
time a fragment of epidermis was 
driven beneath the dermis and there 

continued to proliferate. fte *26— impUmation dermoid 
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chapter XVll 

HERNIA. LYAiphaTICS OF GROIN 
HERNIA 

Preparation of the Pa^^nt Examination of Ingoinal and 
Femoral Hernise when ther^ qq Question of Strangulation. — 
The male patient stands th(> praminp r sits. He should let 
down his trousers c ompletely, and pull up his s hirt aho\e the un^ilicus. 



In examining this region in 
the female a good method is prac- 
tised at the London Hospital, 
The patient (under the sister’s 
Instructions) re motes the 
meots below the u'aist, and puts 
on a pair of * bathing triangl es 
She then stands with a blanket 
wrapped around her. 

UTien asked to examine for 
a hernia, 75 per cent of students 
commence pupation at once, and 
disregard a well-known fact that 
an impulse is much better seen 
than bit- First adjust the patient. 
He will almost certainly be 
doubled up with his neck craning 
down to see what is about to be 
done. Tell him to hold.his shirt 
\rell up and keep his head erect, 
then (m order that you may ai old 
Afcr ssifrsrp skoncr h£‘ 

coughs) to turn his head to one 
side. With the ejes glued on the 
external abdominal ring, ask 
the patient to _coug h. Obsen-e 
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whether ther e is an impulse. Ask him to cough a^in . and compare 
with the ring of the opp«tg?rp 227). 

Notes on the Anatomy of the Inguinal Canal. — Before 
examining the inguinal canal a f ew anatomical pn ints-mnst be re^called. 
The external abdominal ring lies ^ in. above and external to the spine 
of the pubis. Define this point. If the spine of the pubis cannot be 
felt (a rare event, but not unknown 
in obese females), flex find aMnr # 
the thigh, define the adductor 
longus, and fnllmv up the tendon 
to its origin. 

The internal abdominal ring 
lies I in. above mid-Poupar t 
point. 

INGUINAL HERNIA 
Palpation of the Abdominal 
Ring, and, io Ce rtain Ca ses . ,of 
the Inguinal Canal Itself.— 

I. // there is tio Ohvious 
Lump. — In the male, invaginate 
the scrotunuupQii the litt le finger 
{Fig. 228); then rotate the finger so that the nail lies against 
the cord, and follow the 
cord upwards — this will lead 
the pu[p of the finge r, with 
ite tactile sensibility, to the 

ex ternal j i bdom inal ring 

{Fig. 229). If the finger is 
not introduced in this way, 
it IS more than likely th_ at 
thcjiajl will abut against the 
ruig, and the point of the 
examination will be missed. 
A normal ring feels like a 
triangular slit ; it just ad- 
mits the tip of the little 
finger. If more than this 
is possible, it is not normal. 
Again ask the patient to c ough, a nd note if there is 3. palpable impulse. 





Fit *jS — Prfptring to pi1p«t» the 
■nsuinel cinat The (kin ef the eerotum ii 
u««(ine(eij The Ancer a then reteted in 
(uch • manneT tf to bnne the Anger nut 
egaintt the eiiemal ttpect of the epermitic cord 
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In the female, unless the patient is very thin, it is impossible to 
explore the inguinal canal digitally by inya g ina ting the skin. In the 
average case the best method of procedure is to lay two fingers over, 
and just below and to the inner.side_of, the ex ternal -a bdominal ring, 
and to test for an i mpulse on cou ghing. Valuable as the visible (as 
opposed to the palpable) impulse is at all times, its necessiu ' becomes 
apparent in the female, in vihom a digital exploration of this_ring 
cannot be performed. 

2. If there if an O^fiouf Lump {in Both Sexes). — Sec whether you 
c an ge t above the lum p ; if you can, it is m anifestly n ot issuing from 
the inguinal can al and therefore canno t be a hern ia. If you cannot 
get above it, a^cfertain the relationship of the neck of the sac and its 
continuity with the.ingumal canal. Grasp the neck of the -s ac 
between j inger a nd thumb. Ask the pa tient to cough, and again 
note whether or not there is an impu lse. The absence of an impulse 
signifies that the hernia is in all_pfo babilirv irreducible. If irreduc- 
ible, you must decide (on data other than the purely local) wh'ether 
or not the hernia is strangulated. 

Method of Testing for the ReducibUlty of an Inguinal Hernia. — 
Jlex and internally rot a te the thigh , and gently manipulate the fundus 
oTlhe sac between finger and mumb, exerting ex'en pressure. At 
the same time, with the other hand grasp the neck of t he sac and 
pull It lightly inwards. This is taxis. Forcible ta xis, is fraught with 
dangers. 

If Reducible, Methods of Ascertaining the Contents of Sae. — 

If the Hernia Contains Omentum. — In the first place it xvill give 
a d oughy impre ssi nn_to the palpating fing ers. But this is not so 
valuable as the second sign: the first part of the herjiial contents %vill 
reduce easily, the last with diffi culty (because of adhesions). 

If the Hernia Contains Intestine. — ^The first part is difiicult to 
reduce ; the last part is reduced with ease, and returns to the general 
peritoneal caWty with a c haracteristi c gurgle. 

After a diagnosis of inguinal hernia has been made, examine the 
abdominal musculature before a dvisi ng early o peratio n. By getting 
the patient to contract his abdominal musculature (p. 159), note the 
development and tone of the recti, and especially of thejsbJiqui. 

Differential Diagnosis between Di rect and Indirect Inguinal 
Hernia. — A di rect hernia is c omparatively uncommon, and is always 
acquired. It does not com e down the inguinal canal, but passes 
through Hesselbach's tnan^/ iy.?. 230). 
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If the finger passes directly backjra^^ i nto the abdo men instead 
of obliquely upwards and outwards, it is very sug gestive, but not 
diagnostic, of a direct inguinal herni a. The only sign which can 



t'lf 2)9 -~A, Hnsclbach'i inangit, through which • dirctt mgumtl hemis paiset 
BoumjariM derp v*u«l*. Poupan’* l>gam«n(. and outer border of rectui aheith 

(Viewed from wuhin ) B, Ditateral direct inguinal hernia (diagnoa’a eonhrTned at 
operation! 


make the diagnosis absolute, is feeling the pulsaiyyis fijLthe deep, 
epigastric artery to the outer side of the hernial sac. This, as may 
be imagined, can be done ivith certaint}’ only abo ut once in a surgical 
lifetime. 


The Signs in the DifTereocial Diagnosis between Inguinal Hernia 


and Vaginal Hydrocele. 

— The first thing to 
determine is; “Is It, 
possible to get above 
the swelling’” If, 
with the finger and 
thumb, one is a^e to 
*^ei above the Jump, 
then obviously it cannot 
be a hernia (Fig. 331). 

This seems such an 
elementary point that it 
is almost an insult to 
the int^gence to recjird 
it, and yet, if all the 
men walking abo ut wi th 
inguin^ trusses when all ui— Cenmg aboie the sw«iime 



Franz Kaspar HesselRacn, 17)4-1816 Surgeon, Wankirg 


the swelling, and the 
neck of the swelling is 


inguinal canal, the patient 
should be ^made to lie 
down, and it should be 
seen if t he lum p is 
a reducible hernia {Fig. 

232)- 

Translucencj is not 
an absolute test between 
hernia and hydrocele. A 


hernia containing gut, 
especially if the patient 

Fit »jj —Rfduein# «n ingiuntl hernia. N«ie ibe • ^ „l:|j 

thigh 11 fleied and iniemall> rotated tS 3 Small Child, may bC 

translucent. 

Confirmatory Test for Encysted Hydrocele of the Cord (when 
such a c>st is situated at the external abdominal ring) — Grasp the 
testis benteen finger and thumb and pull gently. When traction is 
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made on the testis, if the su’elJing is a h ydroceie of the cord it will mo ve 
downwards with the cord (Fig. 233). For obvious Teasons this test 
must be carried out with extreme care. 

FEMORAL HERNIA 

I. There is no Lump. — As in the diag no sis-ofJnguinal hernia, 
so in femoral, look and look again for the presence of a visible impul se. 
The bulge of the femoral hernia is b elow Foupart’s ligament, and 
after a little practice it is e^dent that it is more laterally placed 
than that of an inguinal. Confirm the pr esence of an impulse by 
palpation, and note the relationship of the swelling to the pubic 
spine. 



2. There is a Lump. — Here l ies one of the greatest catches of 
clinical surgery ; the lump may he above Poupartls ligament (Fig. 
234). By this time the comente have pursued ^ jort uous a c ourse 
that usually they_are st rangulated . 

Diflerential Diagnosis between Inguinal and Femoral Hernia. — 
I. There is no Lump Present . — Observe once more the visible 
impulse. If inguinal, the bulge is seen at, and_beloWrand to the inner 
side of, the pvt^r nal abdominal ring. If femoral, the bulge is seen 



Fii 23S~A> Teinortl ind B, incuinal hemic eompared Note th 2 t Ibt femen lies 
much more bl«nll>. 

Confirm by palpation over inguinal and femoral rings. If the 
visible and palpable impulse Is indefinite, but the patient gives a histor}' 



spot where the lump appeared. Then say, “ In which direction does . 
the lump come down ? ” If she points over the lateral aspect of the 


SrARPA. I747-i8j2. Analomnl and Surgeen, Vti 
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mons veneris towards the labium majus, it is almost certainly an 
inguinal hernia. I have found this sign both useful and exception- 
ally reliable {Fig. 236, A). In femoral hernia, nn the other hand, 
patients rarely map out the course {Fig. 236, b) accurately. In 
other words, if the finger is pointed m the direction of the labium, 
It IS greatly in favour of in guinal herni a: if the finger is not so 
pointed, the sign is without value. The only course is to defer the 
examination until the lump rMp_pears- 

2. There IS a Lump Present. — Cardinal rule : If by the invagination 
test it is possible to demonstrate that the inguinal canal is empty, 
then obviously the swelling cannot be an inguinal hernia {Fig. 237). 

Inspection of the lump may prove a veritable trap, for a femoral 
hernial swelling may be above Po upart*s lig ament , but even in these 
cases the knowing eye can often see that the swelling is placed more 
laterally than it is in an ingvinaLh.crnia. 

Palpate the swelling. Endeavour to define the neck of the sac. 
If the neck can be defined , then it must be contigu ous t o either the 
femoral or the inguinal nng, and the diagnosis is clear. 

The real case of difficulty arises when there is a strangulated 
hernia situated above Poupart’s ligament i n which the invagination 
test cannot be performed, and the neck of the sac is not palpable. 
It IS in such a case that we have to hark backio 
a certain amount of experience we can say the lump is too far lateral 
to be an inguinal hernia. Sometimes this point can be confirmed by 
determining the relati onship of the lump to the pubic sp ine. A 
femoral hernia, even when it overlaps Poupart’s ligament, must always 
he to the outer side of the pubic spine.” In fat individuals the land- 
mark can be located by following up the teodQn_QLlhe.addU£tDt jongus. 

Differential Diagnosis between a Small Reducible Femoral 
Hernia and a Saphena Varix* {Fig. 238). This again proves a 
difficult question, and has been known to entrap the very elecL Both 
swellings give an impulse on coughing, and both disappear when the 
patient lies down. 

A saphena varix will, how’ever, give one or more of the following 
signs, all of which are absent in femoral hernia. 

I. Venous Hum . — App ly a stethoscope over the swelling. A 
characteristic venous hum will be heatd. 


* These swellings should be handled with great care I had a patient with 
a thrombosed saphena who died fratn mulaple emboli which became dislodged 
during a clinical examination 



152 PHYSICAL SIGNS IN CLINICAL SURGERY 


2. Crut-etlhier’s Sign — WTien the patient coughs, there is a tremor 
imparted to the palpating fingers as if a * iet of \\~ater * is entering and 
fining the pouch. 

1. Kellis Test . — This is applicable only ghen varicose \ei ns_are 
manifest^ Compress the terns Mow the kne e with the left hand applied 
to the calf With the right hand squeeze sharply the inner, side of the 
thigh just abote the knee. The 
blood is sent back through the in- 
ternal saphenous % ein and will make 
the swelling in the groin ouner . 

Differential Diagnosis be- - 
tween Irreducible Femoral 
Omentocele and Enlarged 
Lymphatic Gland in the 
Position of the Femoral Ring. 
— This often proves a most 
perplexing problem. Search 
each groin for palpable glands. 
If the lump in question is a 
lymphatic gland it stands to 
reason ot her glands will, to 
some extent, be affected similar- 
ly; but there are exceptions, 
and it is with the ex ception al 
case that we are dealing . 

Search for a possible focus 
of infection. Examine feet, 
le gs, buttoc ks, perineum, an us, 
and ge nital s. If this does not 
elucidate the problem, there 
are no physical signs that 
will. \Xhe nature of the lump 
remains^a matter of opinion. 



OBTURATOR HERNIA 


Obturator hernia is of great rarity, and very difficult to diagnose, even 
when strangulated. In strangulated cases a deeply situated lump may be 
^lal^tahle jn the upper and inner part of the thigh^but more internal thm 
the mass formed by a strangulated fcmoraUemia. More often the hernia 
IS of the Richter type (i e , only a part of its drcumference is strangulated) 
and IS not large enough to form a palpable swelling. In such cases pain 
radiating to the knee may be present- This isjcau^ed by pressure on the 
obturator nenc in the obturator cinal (Romberg). 

For Umbilical Hernia, see p. 176. 


JeaS CRUVElLHini. 1791-1874. Preftaor cf PathdttxJ Faoilly ef Mtdtcait, Firiu 

Sm ROBOrr KtllT. Emmtia Projmar tf Surtnj. iMrpad. 

Al-GUST RlCHTOi, 1742-181J Sur/mt, Cellmgtn. . 

Heinrich Romberg, 1795-1873, Pnftaor »J PatMBty ml Tfurapnitia, Baint. 



HERNIA— LYMPHATICS OF GROIN 153 

THE LYMPHATIC GLANDS OF THE GROIN 
For clinical purposes there is no better division of the superficial 
lymph nodes than into an oblique ^ along Foupart^s liganienL and a 



Fv 3}9 —The mrjjnal *Uni3> fnm t F>/ *40 — P»)p«una tbe uifuinO yI»Bd». 

eluiical iCandpomt A. Those along Poupan’t 
Igament 6, These along the femoral vetaeh 


longitudinal set along the blood-vessels (Ftg. 239). These nvo groups 


should be palpated on ea ch sid e (Fig. 
Z40). If enlarg ed, seek the prima ry 
focus. The leg, from the toes up - 
wards, is Inspected. If this pro^ 
negative, the buttocks, anus, g enitali a, 
and abdominal wall should receive 
attention, for all these areas have effer- 
ent vessels draining Into ihe.groin. 

The d eep i nguinal glands are 
only two or^tfiree Tn numbefT they 
are seldom diseased . The one in the 
femoral canal, known as the gland of 
Cloquet, is t he most imp ortant, for 
when it is enlarged it may present a 
difficult differentia! diagnosis from a 
strangulated femoral omentocele. 

An abscess in the groin, 
particularly a chronic abscess, some- 
times orit»i nates elsewhere ; e.g., 
a psoas abscess is wont to pointTiere 
(Fig. 241), and is often misdiagnosed. 



JtTtls G CLOQWr, i7v»-rS3J Preftncr ti Cbmtii Svftry, Potn 
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NON-ACUTE ABDOAHNAL CONTDITI QNS 

GENERAL PRINCIPLES LN THE CONSIDERATION 
OF T HE AB DOMEN 

The patient should lie on his back tt-it h one pillow o nly beneath his 
head. In passing it may be remarke<^ that it is almost unbelievable 
how often a presuma bly in tel ligent person, i ihen requested to lie on 
his back, ivill p romptly ro ll on to his_abdomeQ. Have the patient 
uncovered from the nip ples to th e pubes. WTien a patient, particu- 
larly a young man, realizes that he is a^utjo be examined, it is not 
exceptional for him to ^ch bls back and blow out his ches t — no doubt 
to demonstrate his manly proportions^ Tell the p atient to deflate 
his lungs, and by trying to insinuate your hand betti^n tbe couch 
and the patient, make cert ain that his back is rcstintf com fortably 
upon the couch. 

Inspection. — A ^great deal of infor matio n can be gathecffd from 
inspecdoa. In the demonstratioos-of-abdorninal cases which follow, 
an endeavour mIU be made to .bring out particylar points which are 
revealed thereby. A com m_on error is to scamp this important part 
of abdominal examinadon. In additjon to observing eierj* quadrant 
of the abdomen, it is often necessary to sit or kneel in order to get 
your eye at the le\el shoiyn in Fig. 242. In this way abdominal 
respira tory movement i s seen to adi'antage. 

Palpation. — Attend on h3s_been directed already to the necessity 
of not hum 'in g over inspection. Continue in this calrii_meihodicaI 
frame of mind, and instead of placing the hand_upon the abdomen 
unceremoniously, pay attention to se\eral preUminar}'_details. 

I. Routine palpation of the abdomen should be carried out iiith 
the flat of the hand. It is the flexor surfaces of the fingers, used 
collectnely, which form the active palpating agent; the tips of the 
fingers take nn part in the manceuv re. In order that the hand may 
impinge upon the abdomen at the correct_^gle, it is essential for the 
forearm to be maintained in a snictly horizontal plane (fig. 243). 
As beds and couches vary so much in hejght, the examiner, if need be, 
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must sit on a suitable ch air o r CT’en kneel upon the floor, no matter 
how undignified the latter position may appear (Emerson). 

2. The great encm} of efficioit palpation is muscular rigidity. 
The hands must be warm, at least as warm as the patient’s skin, 




othenvise he Mill certainly contract hts abdominal muscles Especiall)’ 
in cold weather, I commence palpating with a blanket or the patient’s 
shirt intervening between the abdomen and my hand By doing this 
the patient’s confidence is obtained, and, realizin.g that he is not going 
to be hurt, he tends to relax 


his muscles. Some clinicians, 1 
believing that b etter rela\a- 
tion IS obtained, make it a 
rule to have the knees-flfixed 
Personally, I think that any 
advantage this may have in f'e 

1 . ° , The 

bringing about initial relaxa- pbne *s 

tion is counter-balanced by 
the effort of maintaining the position 
knees has much to recommend it 

3. Ask the patient to b reathe quietly, t hmugh the mouth and keep 
his hands loosely by his sides. Tell him be is not going to be hurt. 
Some patients relax better when they are engaged m conversation 
Experience, and to some exten t native ynt. will reveal what manner 
of man the clinician is palpatii^. 


A small pillow beneath the 


CKtKlES P. EsiekO'’, Coniffnperary fVsfr»»e»’ A/ohnw, lixhana U S , 
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Oiercotning Rigidity in Refractory Casts . — In spite of ingenuitv 
and subterfuge, the abdominal wall sometimes continues to remain 
unrelaxed. \\’hen such a case occurs Nicholson’s method is of 
great value. The palm of the left hand is rested with a fair 
amount of weight on the patient's sternum {Fig. 244). This 



Ta 144 —With lb« t>«M of tbc hand r<^i»in{r Wer part cd thr aurnopn, 

thonoc ropintion d KrT«*cdcd aod the abdanunaJ rniatclea ttixt. 


militates against thoracic respiration, and encourages the patient 
to breathe abdominalU". I have found this method of ^•aluc 
when other measures to effect efficient abdominal palpation have 
failed. 

Systematic palpation Is now commenced. If pain is experienced 
in any particular part of the abdomen, begin by palpating the region 
diagonally opposite. For example, if the pain is in the right iliac 
fossa, commence in the left hypodiondrium {Fig. 245) and work 
round, palpating each quadraiit in turn, ending with the region of 
which the patient complains. During thb mancruvre there should 
be intelligent co-operation between the mind and the hand; while 
the hand is over a particular region the mind should %-isualizc the 
anatomical structures beneath. 


SertLLI J. SiatajOK. Ctmum p armf Supernttnubw, Ilt€fnl, Lt^K Imt*. 
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Deep Palpation . — During the routine palpation of the ahdomea 
just described no attempt is made to palpate deeply ; this is rcscn'cd 
as a confirmaton* measure in particular instances. Tlic first esscntbl 
is to o\ercome the resistance of the abdominal M-all. Even a tense 
abdominal wall tends to relax during expiration or the pause bemeen 
expiration and inspiration. Continuing palpation, advantage is talcn 
of the periods of reIa.\ation in order to feel progrcssi\e!y_deepcr and 
deeper. The position of the hand and fingers during deep palpation 
depends upon what we wish to feci and how deeply we palpate. Deep 
palpation is not conducted with the flat of the hand, but rather with 
the flexor surfaces of the fingers w-ith the hand tilt^ at a slight angle 
(Fig. 246). By gentle, even pressure, becoming progressiv dy deeper 
and deeper, valuable information, unobtaina ble b y any other mctliod, 
is sometimes fortlicoming. Ulicn an indefinite lump is prc«cnt the 
technique shown in Fig. 247 sometimes prpves useful- 

Gliding palpation is a manoeuvre wherelw the pulps. of the fingers pass 
across a hollow viscus ; in so doing they may perceive its_eontour. 'ITji* 
is only possible in" toops .of inte stine xxhich arc fised at each end. So it 
comes about that the.method_is onl} of senjee in the case of the Urge 
intestine and, even in this situation, in comparatively few C3<es. 

EXAAtINATION OF AN INTKA-ABDO.MINAL SII'ELUNG 

Inspection. — If there is a xisible lump, note particularly if it 
moves on respiration. In endeavouring to elucidate the nature of 
a lump in the abdomen, the first step is to exclude a swelling in Uic 
abdominal wall. 

It is often taught that (he abdomen should be palpated before 
and during the raising _of the head from the pillow. Raising of 
the head certainly jrnders the jTcti_ abdominis tense, but it fails, 
sometimes miserably, as a differential sign in the lateral regions 
of the abdomen. A good example is afforded by the following 
case : — 

A boj* had a painless lump in the right side of the abdomen, the 
nature of which was obscure. He was submitted to the individual 
of ri-ThA cUnlciwi, iwdbwUo.?, Cour candidates for the 
Fellowship. Each observer t^ted the lump before and whilst the 
patient’s head was rais^ from the pillow. Each came to the con- 
clusion that the tumour was intra-abdominal, and most probably a 
cj'st of the kidney. By asking the patimt to shut his mouth, hold his 
nose, and then blow, it at once bewme evident that the lump was in 
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the abdominal wall. It can be seen even in the photographs that the 
Jump, which is barely visible in F/f. 24S, stands out in Fig. 249. 
Whilst the intra-abdominal pressure was thus raised, and the abdominal 
musculature tense, it was quite easy to elicit fluctuation. A diagnosis 
of tuberculous abscess of the abdominal wall in connexion with a 
costal cartilage was made, a diagnosis which was confirmed later. 
The ‘blowing test’ is of value whenever it is desired to make the 
abdominal jnusculaiure tense — e.g., when examining for the integrity 
of a laparotomj scar. 



Fig, S59— Eumirunc iSc abdomm in tlw Lnc«><Jbo« poiTHsn. 


There arc two otlier good methods of rendering the abdominal 
wall tense, each having its p articular s phere of usefulness. 

I. Carneit's Method , — ^The patient is asked to extend both legx. 
and while ke^iiTg the knees s tiff, raise the fccLfrom the bed. 'Hns 
procedure renders the abdominal muscles vciy_t^ens^ but the patient 
must be of a so mewhat athletic dis position to cany out the exefeiv. 

2 Kamallis Test . — Ask the patient to strain as if at stool. 

Palpation. — Note the consistency and shape of the lump; 
whether it is regufar or irregular; mobile or fixed to the posterior 
abdominal wall. Further, note whether it moves on respiration. 


IolC% R- C IUNrTT. JI /Vrj/nr^ •/ V S,A 

M. \ Kamitm Fisttitiafr. fgmm, U^«i, 
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Percuss the lump, and record whether it is dull or resonant. An 
examination in the knee-elbow position (Fin. 250) should always be 
resorted to in obscure and 

occasionally this is very helpful, 
particularly in deciding whether pulsa - 
tions are transmitted from the 
abdominal aorta to an overlying swell- 
ing, or whether the swelling itself is 
pulsatile. If the swelling. arises_from 
the pelvis, a bimanual rectal or vaginal 
examination is essential. It here 
behoves us to remember a simple 
but important rule : Never express an 
aptniott upon a tumour artsing out of 
the pelvis until the bladder has been 
emptied by a eatheier. 

There is one physical sign which 
occasionally proves helpful in obscure 
intra-ab^mjnaLsweiiings, and that is 
the sign of a mesenleric~cyst. The 
lump moves in a plane from the right hypochondnum to the left 
iliac fossa, but not_i n the plane at right angles to this (Fig. 251) 
In the ckrnqnst fations w hich follpw, the physical signs of swell- 
ings connected with particular organs will be considered. 

So far as tumours are concerned, the abdomen is indeed a temple 
of surprise, and it is by our diagnostinhumiliations when the. abdomen 
is opened that we learn. 

EXAMINATION OF A GASTRIC CASE 
Whilst the history is afl*important m diagnosing a gastric_j:ase, 
physical examination' may yield valuable information. 

Examine the Teeth — particularly for evidence of pyorrhea. 
Record the number of teeth present If the patient has a dental 
plate, get him to reiriDve it, and examine the jaws again. 

Inspect the Abdomen. — For examination, the body should be 
uncovered from th e pubes to the nipples . Pay considerable attention 
to the subcostal angle. A narrsw subcostal angle is indicative of 
msceropfosiL(Figs. 252, 253). If there is a narrow subcostal angle, look 
for visible pulsation above the umbilicus. Thorkiid Rovsing, speaking 



Fig xjl —The ngn of t meeenMne 
rret A.B KpKeente the line of ettach- 
menc of the meeentery A mceenterie 
cw movee_fnuch”more freely in the 
direciion of ihe errovn than m the plas* 
•t inglee to th^i 


Thop 


RovslNC. 1852--I9J7, fVo/owr o/ Sargt^, Cape’iiagt 
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of gastropto^is, said : “ One percei\cs a distinct pulsation in the 
epigastric region, \\hen ) place my hand on the epigastrium, I 



f.r JJI -Nofrn^t .Ubc«ul p., 

»f»0(U*rd *1lS 


feel the aorta pulsating quite close to my fingers; jou can sec, 
in fact, how my fingers ri«e and fall simtiltancously with the puNe- 



wate. You will n eter . find this with 
individuals w hose stomachs occupy 
their normal position. It is mcrcl) 
due to the fact that the stomach, 
which usually coters the vertebral 
column like an air or water cushion, 
has glided down from Its p<«ition 
into tlie abdomen. It is, tlicreforr, a 
pathognomonic sign of gastroptosi'." 
'n»3t the patient— has visccroptrHis 
is often dcmonslrahle by \ic^^ing her 
from the side in th«^ erect position 

(f'j- 254)- 

If, from the history, there is any 
reason to believe tJiat there is pyloric 
Stenosis, particular attention should l*e 
directed to watching for visible peri- 
sraJsM passing from )cfj to right in 
the epigastrium (F/g. 255)- 

Eplcritlc Hypericstbcsla.— No im- 
portance should be attached to super- 
ficial or, for that matter, deep tenderness 
in the diagnosis of chronic gastric ulcer. 
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Palpation. — Make a routine examination of the abdomen by 
palpation. In ver}’ thin indivit^als the n ormal p yloru s _soaietimes- 
can be felt. When thickened by infantile h5'pertrophy, inflammation, 
or neoplasm, the impression imparted by a palpable pylorus can 
be bkened to a bo bbin lying tran sv'ersely. A neoplasm of the 
stomach often possesses very cyidcnt. transmitted pulsation from 
the abdominal aorta, and usually moves with respiration. Neoplasms 
of the stomach which cannot be fell can sometim es b e seen m the 
epigastric notch, descending with each inspiration, and disappearing- 
again during expiration. 



F'l 2]s — \iiibl* r<nit«l 9 » \ »ate could b« twn rtsiine from Wfi to nghi 
A eatt of hypofirophK pylone nene»» m tn uifanr 

Sfvnal Method of Abdominal Palpation m Cases Susj^cfedJn/antile 
Pyloric Stenosis. — Sit beside ibf cot on the left of the patient Wait until 
the infant is quieTly taking a bottle feed; then slip the warmed left 
hand under the bed-clothes. With the thumb and indjxJcesiing-UpDn 
the right costal margin, by rather deep palpation with the remainder of 
the flexor surface of the fingers a h> pertrophied pylorus, if present, will 
alwa\-s be felt. 

The Sign of Troisier. — In the late sta ges of carcinoma, especi- 
ally when the primary growth is high up on the le sser curvat ure, the 
left supraclavicular glands may be enlar^d. Therefore, always 
palpate this suprachuucular_ fossa as a routine when examining a 
gastric case (Ftg. 256). 

The Sign of Splashing. — Splashing is^only of value when 
the stomach should ng nnal ly be empty — that is, three_h.Qurs 
after a^jneal. The hand Js_ laid over the stomach, and short, 


Charles Emile Tboisieb, 1844-1919, /V<^eisor tf Poiluhty Paru. 
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sudden, dipping movemenls are made. UTicn the sign is posiu'c 
it suggests dilatation of the stomach, prohably due to pvlnne 
obstruction. 

Scraping Auscvllatiort. — In order to difTcrcntiate between splashlnj 
of the stomach and that of the transsicfse colon, s craring auscultation 
should be used. Place a stethoscope just belo%\ and to the left of the 



Fit S5S.»rtIp4tm( tn tritnri (I*Ad m the Mt »urn<Li>m>lir 
Th* of Traatrr, 

xiphoid process, and keep it there.-' Make scraping tn mem ents wth the 
finger m lines radiating from this ^jnt. When the confines of lEc stomach 
ha^e been passed, the charaaerisiic noi<e ceases. Tlie siac of the organ 
can be determined by this method. 

Supposing that the proba ble, diagnosis of carcinoma of tlic 
stomach has been a rrived at, make it a practice not only to 
try the sig n of Troisier, but to perform a recta! examination in 
order to exclude the pos sibilin' of tr3nscf clomic_implant3tion of 
secondary grmvth. .Also examine the liver mth. great care for signs 
of_secondarx'_deposiis_ 

E.\AMINATION OF A CASE OF SUSPECTED ^RECURRENT 
OR CimONlC APPEXDI CmS 
The methods to be employed differ \cry little from tho«c dealt 
with fully in Chapter XXJI. It is well to hear in mind that no 
examination of a case of gastric or duodenal ulcer is complete without 
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palpating the right iliac fossa thoroughly, for so often many, if not 
all, of the symptoms of c hronic append£citis_ itra- refprr^d to the 
stomach or particularly the duodenum. 

In highly-strung women it should be_noted that deep tenderness 
in the right iliac fQssa_does not necessarily signify that the appendix 
is diseased — i ndeed, other things being equal, a tender gurgl ing 
C2cum negatives this di^nosis in such individuals. 

EXAMINATION OF THE GALL-BLADDER 
Examination of a Case of Cholecystitis. — The subjects of this 
disease are pften fat, m iddle-aged, m u ltiparous women, and this is 
so well known that it has been remarked that if a bed in. a fema le 
surgical ward is occupied by a person answering to this descrip tion. 



*57— The pointing te»t in diolecyei tw Tbe p»in eommimcee m the nght 
hspochondnum »nd pimes round 10 the hack ot between the thoulden. 

it is ten to one that she has eith er galhstones- or a para -umb i lica l 
hernia ! Thi s sweeping assumption npeds a corr ective ; gall-stones 
are not unco mmon even in thin m en. 

The first thing to look for is the presence _pf j^undic^* The 
conjuncti^'a is the best place to lo^ for minor degrees qfjhis pigmen- 
tation, but here let it be cm phattiyed that jtis_ by_n& means necessa ry 
for the patie nt to have jaundice tn order to make the diagnosis of gall- 
stones. The presence of jaundice associated with t his condition mean s 
that a gail-atoneJs, or has been^o bstniq ing the common bile-duct._ 


The jellow tinge cannot be percei'ed by otdinary artificial light 
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Obser\-e the abdomen. A brownish stain is not in frequently seen 
in the epigastrium and right hypochondrium. TTus is due to the 
application ot heat, in the form oi_hot_ pl^g^QgJ^o t-wa ter bottles, 
to relieve the pain . Ask the patient to show yo u where sh e gets the 
pain . Sh^^vill point-t O-the- right h^-pochondrium {Fig. 25^)7” Xow 
ask where the pain goes t o, and she wl l nin h er finger_round the 
right si de, saying tha t it passes to the back or bemeen the shoulders. 
Palpate the abdomen, beginning in the l eft iliac fo ssa and ending in 
the right h\*pochondrium. 



fit *5? — Mutphr"* mi*n (Mom.'hin’t »n«hod). 


Murphy's Sign (Moyrnhan's Method ). — Place the left hand on the 
costal margin in s uch a manner that the thumb Jies oyer the fundus 
of the_g all-bladder {Ftg. 25S). The thumb everts mod erate pressure. 
Ask the patient t o take a deep breath . The sign is positive if the 
patient ‘ ca tches her breath * when the descending d iaphragm causes 
the i nflamed gall-bladder t o i mpinge against t he pressure of the 
thumb. Technically speaking, IVIurph> *s sig n m ay be described 
as a temporary' inhibition of respiratio n when inspiration is neanng 
its zenith. 


JOHN B. MlUnn ifs7-<9'6, IVo/irrai*- Cfuege 
Lofts MOWnUN, 1865-1936, Pto'aur tf SurtrrT, 






m 


Jones sp^ks highly of this sign in 
the diagnosis of cholecystitis 


WATCHING HAND 



DISPLACING HAND 


Boas' f Sign . — In ^hnWygtitif; jherp may hf an area ot e picntic 
h ypergsthfsi^ posterinriy . The tenderness extends from_abi)Ut_£iiie 
inch l ateral to t he spines of the vertebra to the psstgrior .axillary 
line, and vertically from the level of the nth d pr.sal in the .ist 
lu mbar spin e {Fig. zfg) I have notedjn a case of recurrent chole- 
cystitis with gall-stones, iwhing in this area which \vas not com- 
pletely yeliex’ed by scratc hing 

Differential Di agno sis between a Large ^drops of the Gall- 
bladder a nd a Hvdron ej»ln:osU> — Place the hands as shown in 
Fig. 26a Wi^dre^isplajang hand exert gent le upv^ard_movements 


»f IMiatv, t- >iitrr«iO’ 0/ Otaga. Snc XealanJ 
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with the pulps of the fingers acting in harmony. If the swelling 
in question is a h\ dronep hrosis, the watching hand wijl apprroate 
the upAvard lift imparte d to the swelling . On the oth er hand , a large 
gall-bladder %Ti H be u naffecwl_by these mo\ernents. The sign b 
entirely without value unl ess t he mo vements are gentle . 

Acholuricjatmdice. — In a case sphere the signs point to chole- 
C>-Stitb, but the sub jerr does not cQn f onn_tQ_t \-pe-^for instance, 
suppos ing the patient is both young and slim — it is well to maVe it 
a rule to palpate carefully for an enlarged spleen. By consbtcnily 
doing this 1 have Keen en abled to diagnose ts\o o r three ea ses of 
acholuric jaundice. 

EXAAUNATION OF A CASE OF OBSTRUCTION TO 
TIIE CO.MAION BILE-DUCT 

The patient is deeply jaundiced {Fig. 261), and there b no doub t 
that the common Wle-duct is obstnictH. The differ ential dtacn osbwe 
are usually required to make is benvee n a carrinoma of the h eatTof the 
pancreas and a s tone im pacted in the O)mmo n_bile^uct. If a stone 
is a cause of the bilian- obsmicuon, the jaundice will almost aJwajs 
be preceded by an attack of biliarx* colic, o/ui. chat u more important, 
the jau ndice teridi to r arv in intensity from day to'd^\ In carcinoma 
of the head ^ the pancreas, the onset of the jaundice is painless, 

and gradually becomes deeper_and„deeper. In both conditions the 

patient wastes rapidly; therefore wasting is of no diagnostic 
importance. 

I XV3S once told by a clinician of the olde r schoo l that jaundice following 
caranoma of the pancreaTlicVeiil caused the patient to itch, but I have 

b«ri_abIe_ttt_dbprD^e this statement on scxe ral o cc«ion^ J// jaundiced 

patients are liable lo cutaneous Jiritation. 

On examining the abdomen shown in Fig. 261, the gall-bladder 
could be fcli_io.be enjarged_enormously, and_therc is no doubt that 
this patient was an example of the truth of Counolsier’s law. This 
law states that if in a jaundiced patient the gall-bladder is enlarged, 
It vs mt a case of stone impacted in the common bvle-dvict, for previous 
cholecxstitis which existedjnhen the stone was in the gall-bladder 
must have rendered the gall'bIaddcEJibrptic_andJnc3pablc-o£_dilata- 
tion Counoisier’s law has much to be s aid for it. but, as with all 
laws in medicine, there arc ma ny cxc eptinn*. and on this account the 


LlOTTO CoitAtJISCT. IS^S-IJIS. pTtfm 
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iaw has fallen into disrepute. The most notable of these exceptions 
are : double impaction, when there is one stone in_the cystic and 
another in the common bile-duct, and. a pancreatic calculus causing 
obturation at the ampulla nf Vn t^ 



EXAMEVATTON OP THE LIVER FOR ENLARGEMENT 

Inspection is not usually of great value, although, on occas ions, 
the e dge of a large liver can be seen to move downwards on in s piratTo h. 
The normaLhv£r_cannot be felL A general enlargement, ot-th e. . organ 
can be detected by palpating the free edge of the right lobe T7elow 
the cf>.9fal margin . A well-devdoped r ight rec tus muscle hinde rs 
this pal patio n, and one s houjd^commence by at tem pting to feel for 


AbiUHA-M Vatbr, l68A-I7it. Prcjetior of Anaumf ood Botan>, nuter^g. 
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with the finger-tips pointing towards the spleen {Fig. 263). Keep 
the hands still, and do not expect to feel anything until near the 
end of inspiration. Just before the zenith of inspiration, draw 



Ttf 163 — Binumul t»lpation of the (pleen 


the hands slightly together and dip a mere tnfle with' the right 
finger-tips. If the spleen is palpable, its edge will be felt to 



ride momentarily over the finger-tips The spleen must be at 
least one-third as big again as normal before it can be detected by 
clinical methods. 
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On the whole, I am inclined to think that the most potent cau se 
of failing to detect an enlarged spleen is t hat the organ is sought for 
mo re medial^' than it should b e. In other words, the lies 

more laterally than ^^e are inclined to think when A-isiialiaing the 
position of the organ. 

In order to facilitate palpation of the spleen Middleton ad\-i ses 
that the patient’s left f orearm be inserted be neath his left lower ribs. 
Undoubtedly this expedient brings about rmteriprjdisplacement of the 
loner ribs and helps to render the spleen more accessib le. In cases 
of uncertaint)- f urther exam ination mn h g__aftPTT^pfpd in the manner 
shown in. Fig. 264, where th e esaminef changes his p osition and 
stands on the left side of the patient’s head. 

An Enlarged Spleen as an Abdominal Tumour. — ^.\n e nlarged 
s pleen moves freely wit h respirat ion, and has a sharp anterior 
edge which ahvajs faces downwards and inwards" Often fliis_edge 
is notched (Fig. 265), but not necessarily so. A sple nic tum our 
is dull to per cussion , and this dullness isjwmtinuousjrit^the normal 



splenic dullness, which may also be increa sed upward s. In obsoire 
cases of great enlargement of the spleen, examin e the conjuncti^'ie. 
In Gaucher’s -disease there i ^a peculiar comuncaval thickening. 

The usual di fficult}- i n diff erential diag nosis is bemeen a splenic 
and a left renal tumour. In the case of the spleen there is altmys a 
small s p ace b etw een the posterior edge of the organ and the erector spina?. 


WlLU^' S MtDDtETOX, Conumporarj Plnaaam, HvrpiLai, Wuccra^ 

'EsistST Gm-CKER, 1834 i9>8. PhyncittH, At Xwi Pant. 
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PANCREATIC CYST 

A pancreatic cyst usually gives rise to a _s\v^ing_abo3:e the 
umbilicus, best seen when 
vi ewed laterall^ (Fig. 266I. 

The cyst is round, smooth, 
and usually. Jense. It is 
almost ahvays immova ble. 

A pseudo-pancreatic cyst is 
a colle(^ior\^Qf fluidjn the 
lesser sac, and not infre- 
quently foll ows a severe in- 
jury to the upper abdomen. 


A general fullness of the abdomen may be due to; (t) Fat; 
(2) Fluid; (3) Flatus; (4) Fteces; (5) Fmtus. 

The orthodox method of testing for ascites is shown in Fig. 267. 
An assistant places the edge of his hand firmly on the centre of the 
abdomen in order to damp dov ^-n-a-far fhyiB. The abdominal wall on 
one aide is flicked, and the thrill is felt by the hand on th e other side 
of the abdomen. 


F'g 167 — Tnting for • * fluid Umll ' m a case of nitierculous pcntomlis 

‘ Dipping.’ — A special technique is required to palpate organs or 
tumours in cases of asci tes. This is known as ‘ dipping The pads 
of the fingereTre placed on the abdomen, and then, by a quick push. 




Fit — -The swelling of a psncfcstic cyst 

viewed from the side. iCriy Turner ) 

ASCITES 








NON-ACUTE ABDOMINAL CONDITIONS 175 

the abdominal wall is depressed. By this method a n enlarged liv er 
is felt easily, and a tumour ma ss can usually be d efined. 

Difierential Diagnosis between a Large Ovarian Cyst and 
Ascites. — A large ovarian tumour may be mistaken for ascites. 
After the bladder has been emptied by a catheter the problem can 
often be e lucidated by percussion (Fig. 268). When the whole 
abdomen is lilled by a cystic stt^ling differential diagnosis 
becomes exceedingly difficult unless the follov^ing method is applie d. 
A flat ruler is laid upon thcnb domen JusLabovfc-the.level-pf t he a nterior 
superior il iac spines. With the fingers of both, han ds this is presse d 
firmly and steadily backwards towa rd s the lumbar spine {Fig. 269). 
In the case of an ovarian cyst the pulsations of the abdom inal aorta 
can be felt an 3 -^^ y the movements imparted to the ruler — s een. 
This pheno menon is not present in ascites (Blaxiand). 

THE UMBILICUS 


Every time_jve-«xamine an abdomen thc.eye.almosj insunctively 
rests momentarily upon the umbilicus. How innumerable are the 
variations of this structure ! 
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Enlarsement of Vemi aroaad the UmbiUent. — rnjorgfdjicJr^ 
about the umbilicus supjest the presence_of_port4ljr)l^<trurtmn. In 
ad\-anced cases of t!iis condition the ssell-lnown capiit_N!cduwJs seen. 
Umbilical Ilcrnlx — ^The so^Iicd umbilical licmia of_ adults 


(seen mo<t often in obese females) Is a _/yTrC'UmbiIjciI I.cmia 
(Fi^. 270), in that the um- 



bilicus Jseithc^ust 3l»0\C 
Of, more ctjmmonly. just 
{»elou'_thc_ hernial protru- 
sion. An rndea\ our should 
be made to reduce the 
Jicrni^ by_ gentle.presaurc. 
If tlic hemij lias c\i«ted 
for any length _of. time, 
reduction is usually only 
panially_5ucccx4fu I, for 
omentum becomes adherent 
within the sac. 


True umbilial herni a ma y he cong enital ( Fi'z- 271) or acquired: 
the former is very com mon in {n fanti:.^igCJattcf is ,due to the 
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umbilicus, which is a scar, giving way, and is always secondary to 
some increase in intra-aE 3 ominal tension. Therefore search' rhust 
be made for the cause — the co mmonest cause in a child is th e 
ascitic form of tu berciiloiis peritonitis . 

Umbilical Adenoma. — ^This can be dia gno sed at_sig ht. It is 
a pedunculated, r aspberry-libe mass [Fig. 272), 

Umbilical Carcinoma. — In advanced Jntra-abdominal carcinoma 
a neoplastic nodule sometimes can be seen or felt__at-4he-umbil!C,us 
(Ftg. 273 ). 

Umbilical Fistula. — ^Tbis may or niayjmt_i>e_ass.oci2ted_wi^^an 
umbilical adenoma. Express and, if poss ible, collect a_Iittle-j2£-the 
discharge from the fistula. This may tcjidnary-^urachal fistula), 
fecal (patent omphalomesenteric duct), or mufious. 

Discoloration of the Umbilicus. — ^Very occasionally, _in_certain 
acute abdominal conditions, the umbilicus an^ surro unding skin bec ome 
d iscoloured . If discoloration is ^sp ected. gen iTv" Jea n th e^rea a 
lit tle ^ther and view again . Cullen has obser ved a bluish ting^in S|es of 
ruptured tctnpn-gestation. lohnston riot^ a yellow tinge around the 
umbilicus m a wsman witlLacute pancreatitis . A dirty .greenish stain h as 
been seen m cases of intraoentoneal rupture of a hydatid cyst. 


Thomas S Cullen. Conttmt’otari Fnftaor af Gyiwahgi, yoAns /{afiins Unnmiry Ba/nmore 
LtOVp B JoKWrON, Cenumparar} Sargrai, Geod Semmilan fiajpiial Ciaeinnati 
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CHAPTER XIX 

RECTAL AND VAGINAL EXAMINATION 
RECTAL EXAMINATION 

Many times the omission of a rectal examination has been the cause 
of regret. " If you don’t put your finger in, you put your foot in it." 

Position of the Patient. — The examination can be made with 
the patient in one of three positions, each having its adv'antagcs and 
special uses. 



Fig 274. — Rectal cxsffljnaTiocL Knee- 
elbow poeition. ist cuge' The inilj» of 

1. The knee-elbovi pontion is the one that should be used as a 
general rule in the male. It is efficadous particularly ^^hen palpating 
the prostate and seminal \esides, and for a thorough general 
examination of the rectum it is unsurpassed {Figs. 274, 275). 
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2. The left lateral (.Sj'mj’) position is used as a routine in women, 
for the knee-elbow position would be indecorous. It is also used in 
both sexes when the patient is in bed (Fig. 276). 

■ 3. The dorsal position . — ^This position, with the right leg flexed, 
should be reserved for those cases in which the patient is in much 
pain and movement is contra-indicated. This is a valuable method 


Fit rj9 examiMUon. L«fi Ut«n) potmoti 

in cases of an intra-abdominal catastrophe, for it gives fair access to 
the rectovesical pouch (usually the main point of the examination) 
with minimal disturbance of the exhausted patient. 

The dorsal position (Ftg. 277) is also valuable for bimanual 
palpation. The index finger m the rectum is used in conjunction 
with the left hand upon the abdomen. Growths high in the rectum 
can sometimes be felt by this method when others have failed. The 
size and other characteristics of a pelvic swelling can be estimated 
only by bimanual palpation. 

General Principles in a Rectal Examination. — Inspection should 
never be omitted. Disregard of this »mple precaution when examin- 
ing a female has many times led to a mistake, and the finger has been 
introduced into the wrong orifice. Apart from this, inspection may- 
yield valuable information ; for instance, prolapsed internal hsmor- 
rhoids of the third degree can be diagnosed on sight. External 
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by relaxation of the external sphincter, and, in a normal case, the 
very slightest protrusion of mucosa. As the patient strains internal 
hemorrhoids which before were hidden from view may now slowly 
protrude (Fig. 278). If the sphincter is tightly closed in spite of 
straining down, be suspicious of a fissure-in-ano. If both vaginal 
and rectal examinations are deemed necessary, do the vaginal first. 
Inspection as outlined above may show that a vaginal examination is 
not contra-indicated on the grounds of supposed virgo intacta. 

TECHNIQUE OF RECTAL PALPATION 

One of the greatest factors in an efficient rectal palpation is that 
it should be a painless process. To a very large extent this can be 
achieved by correct technique. Always W'am the patient what you 
are about to do. After you have him in the desired position, say: 
“ I am now going to examine you by the bowel. It will not hurt 
you. Open your mouth and breathe quietly in and out, and keep 
on breathing.” 

The gloved finger should be anointed liberally with vaseline. 
Lay the pulp of the index fiat upon the anal verge (Ftg. 279), and 
exert firm pressure until the sphincter is felt to yield. Then, with a 
rotatory movement, the finger is intro- 
duced slowly. If the rectum is found 
to be full of hard fasces, it will be wise 
to defer the examination (unless the case 
is urgent) and record this fact m your 
notes. Sometimes the question arises 
in the mind : ” Is this a neoplasm or 
a mass of hard faeces ? ” Faeces may 
be indented with the finger, and this 
clears up the doubt in many cases. 

There are instances in which the 
indentation cannot be performed, because the mam mass lies 
just out of reach. In such a case re-examine the patient at a 
later date when the rectum has been emptied. It is sometimes a 
difficult matter to decide if a particular lump is within or without 
the rectal wall. Pass the finger to one side of the lump and 
then slide it over the elevation. In this way one may be able to 
feel a continuity of the normal mucosa, and to move the mucosa 
on the lump — in the event of ivhich the lump is outside the rectal 
wall. 



«. The wronj *«v of imreduc 
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The pons asinoTum of a rectal examination is the cenix uteri, 
which can be felt projecting through the anterior rectal E\en 

after considerable experience the inconstant size and shape of the os 
may, in a giv en case, cause momentary ben ilderment. So great is the 
pitfall of the cervix that, in maling a rectal examination in the female, 
it should be the rule to find the os deliberately firet, and take 
bearings from this structure. Atistakes from this cause are then 
impossible. It is well to remember that a ring or other t5'pe of pessarj’ 
in the vagina felt through the rectum has perplexed many a student, 
qualified or otherwise. 

^\’hen engaged in an examination of the rectum, unless there 
is some striking abnormality’, it is well to have in mind a routine, a 
kind of formula, which will synchronize the brain and finger. Proceed 
in order, palpating and thinking all the time of what you are doing. 


In the I , 
Male 


In the 
Female 


Rectal Ex\minatio.v 
/ t. Prostate, right lobe, left lobe 
I Anterior ] 2. Seminal \esicles, position of left vesicle, 
1 ll'aU I position of right vesicle 

I 3. Rectovesical pouch (Fy. 2S0) 
t Left-lateral wait 
I Right lateral wall 
I Superiorly, as far as can be reached 

I Cen'ix 

Pouch of Douglas 
Left lateral wall 
Right lateral tvall 

Superiorly, as far as can be reached 
T, . . , f HoIIoat of sacrum 
Fostenorly | 

Haring completed the routine palpation, look at your finger for blood, 
mucus, etc. 


Special Signs and Alethods. — 

I. Carcinoma of the Rectum . — First of all determine if you can 
gti jtbx'V^ Jihf ^.ro.wjLh- .feel around ihc whole circumference of 

the bowel and determine the relationship of the growth to the circum- 
ference. In this way you ^vill be able to state whether the tumour 
appears to be of the annular, ulcer, or cauliflower type. By trying to 
mo\ e the growth gently it is possible to ascertain whether it is fixed to 
the deeper structures or tethered at any one point, e.g., to the sacrum. 


Juus DOLCIAS. 1675-W4*. 
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2. Simple Stricture of the Rectum . — One feels a diaphragm 
with a clean-cut hole in the centre. The sensation conveyed to 
the examining finger has been likened to that of a hole in a 
turnip. 



3. Ballooning of the Rectum.~'Th\s is of some importance. It is 
said to be an indication of a stricture higher up. It is not a uniformly 
reliable sign. 

4. FisUda-tn-ano . — If there is an external fistula, search for an 
internal orifice. If present, this is felt usually as a small elevation 
about half an inch from the anal verge. It is a common mistake to 
search for it too high in the rectum. Palpate the tissues between the 
external opening and the anal maigin between the forefinger and 
thumb. Except in the case of tuberculous fistulje, the indurated 
track, whether straight or curving, can usually be felt. 
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5. Fissure-in-ano . — ^The anal sphincter is in spasm; it is impos- 
sible to introduce the finger Avithout causing excruciating pain. This 
is an occasion where rectal examination, as such, is contra-indicated, 
but the anal canal must be examined with especial care. 

With the pulps of the 
index fingers gentlj' separate 
the folds of anal mucosa 
{Fig. 2S1) and look for the 
fissure, especially in the middle 
line posteriorly. A so-called 
sentinel pile, which is usually' 
nothing more than a cutaneous 
tag, sometimes marks the ex- 
ternal limit of the fissure. 

6. Ischiorectal Abscess . — 
Redness and swelling bettveen 
the anal verge and the tuber ischii may make the diagnosis obvious. 
In earlier cases the palpating finger within the rectum detects a tender 
indurated swelling on one side over which the mucosa can be mo\ ed. 

7, Sphincter Rela-xation . — Loss of sphincter tone, as' in cases of 
rectal prolapse, can be demonstrated by digital traction on the 
sphincter. If, by this 
means, the sphincter can 
be made to gape so that 
the reaal lumen is dis- 
played, a subnormal 
sphincter tone is certainly 
present. 

8. Rectal E.\amiriation 
in Infancy. — Howet-er small 
the infant, the index finger 
can be used in the usual 
way. Because of the rela- 
tively small size of the 
pehus, a large part of the abdominal cavity’ can be palpated per 
rectum. The apex of an intussuscepdon feels like a cervix uteri. 
If a substance hie red-currant jelly is found on the examining 
finger, it is good evidence of intussuscepdon. If the finger shows 
green stools it is contributory evidence of enteritis (e.g., summer 
diarrheea). 
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9. Examination of a Case of Suspected Coccydynia . — The index 
finger is introduced into the rectum in the usual way. It is then 
rotated so that the coccyx can be grasped between the finger and 
thumb (Fig. 283). Abnormal mobility and tenderness of the coccyx 
can be ascertained by this manrcuvre. 

10. Massu-e cedeina of the rectal wall has been noted in volvulus of the 
pelvic colon This is due to the inferior mesenteric vein becoming occluded 
by the torsion. 

11. When called to see a supposed acute abdomen I have been enabled 
to make a diagnosis of ' probably typhoid ’ (which was later confirmed) 
by noting, in the course of a rectal examination, that the rectum was hot. 
This IS not an infallible sign, but I have found it of great practical use 
on several occasions. 

Rectal examination of the prostate is discussed on p. 195. 

VAGINAL EXAMINATION 

Vaginal examination is dealt with so thoroughly by the gynaeco- 
logical department that only the briefest reference will be made here 
to this important method 
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Generally Sims’ position is adopted in this country. The hands 
are sterilized. The right hand should be gloved, and the index and 
middle fingers thoroughly lubricated. The right labium majus is 
lifted aside and the index finger is introduced into the vagina. This 
IS followed, in women who have borne children, by the middle 
finger. First the cer\-ix is located, and its characters are noted. The 
anterior, posterior, and lateral formces are palpated in turn. 

Bimanual vaginal examination {Fig. 283) Is used to estimate the 
size of the uterus, and is also an invaluable method of ascertaining 
the attachments and mobility of pelvic swellings. It is important 
to remember that the bladder must be emptied, either naturally or 
by catheter, before performing a bimanual examination. 

The dorsal position, with the knees well flexed and the thighs 
everted, is better than the conventional Sims* position, which tends 
to carry the pelvic contents higher and more out of reach of the 
examining fingers. A sheet should be placed over the patient, and 
draped round the legs. So long as the patient cannot see any part 
of her body uncovered, any objection to this position is eliminated. 
(J. S. M, Connell.) 

Speaking generally, resistance or swelling anterior to the cervix 
denotes an affection of the pelvic connective tissue, while posteriorly 
anything abnormal is in the pouch of Douglas. 


S. NI. Connell, 
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CHAPTER XX 

CLINICAL EXAMINATION OF THE URINARY ORGANS 

Diagnosis of urinary disease is to-day largely a matter of special 
investigation. With the advent of the cystoscope, urethroscope, 
X rays, and biochemistry, clinical methods occupy a comparatively 
unimportant place. Often the principal object of the preliminary 
clinical examination is to direct attention to necessity for such an 
investigation, and the exact form which it will take, and to exclude 
disease of other organs. 

THE TWO-GLASS TEST 

The patient is instructed to pass about two or three egg-cupfuls 
of urine into Test Glass No. i, and the remainder of his urine 
into Test Glass No. 2. If 
the contents of the first glass 
are turbid and of the second 
clear, it suggests (but not 
with scientific certainty) that 
the patient has an anterior 
urethritis. On the other 
hand, should the urine in 
the first glass be clear, and 
the second heavy with 
muco-pus and (or) contain 
prostatic threads, it sug- 
gests a posterior urethritis 
(Ftg. 284). Similarly, if the 
urine contains blood one 
can see ft if is mixed 
intimately wth the urine 
or whether the bleeding 
tends to occur at the com- 
mencement or at the end 
of micturition 




i88 PHYSICAL SIGNS IN CLINICAL SURGERY 


The three-glass test is a little more accurate than the foregoing, 
and one can go on multipljing the number of glasses ad libitum. 

Personally, I look upon the two-glass test as a convenient method 
of obtaining a specimen of urine, and by collecting it in this wav 
ha\e sometimes stumbled upon useful information. 

CLINICAL EXAAUNATION OF THE KIDNEYS 

The pain in renal colic passes from the loin to the groin, and 
in the male this radiation is frequently prolonged to the testicle. 
A patient who has had an attack of renal colic can almost always 
map out accurately the course of this pain for one’s edification 
(Fig. 28 j ). 

In days gone by there was a sign known as Lucas’s sign. The patient 
jumped on to the floor from an elevated position, and it was noted if this 
brought on an attack of renal colic. If the sign was positive, a diagnosis 
of renal calculus vv'as made. More cvact methods have rendered this 
painful process obsolete. 



Fig 2S3 -"Tlie pointing test in mul colic. Th* pacirat wOl map out the duecopn 
hi the pain ti panutg from the kam to the giom. 

If the patient has passed a stone he will often bring it for your 
benefit. Tiy to guess its chemical composition by ph}sical charac- 
teristics before sending it to the laboratorj’. 

WTien there is a history of recurrent urinarj* calculi never neglect 
to palpate the thyroid gland for the possible presence of a parathyroid 
tumour. 


Rjcraso c 
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Palpation of the Kidney. — patient should lie on his back. 
The value of the examination is enhanced by placing a pillow under 
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amount of relaxation of the patient’s musculature is ensured, he is 
asked to take a deep breath. The pulps of the fingers of the two 
hands are approximated as expiration is in progress. The second 
method, shown in Fi«. 2S7, is used by a number of clinicians. It 
is possible to endeavour to palpate both kidneys at one and the same 
time by this method, which is only of service in thin subjects and 
children. On occasions, especially in cases of difficulty, it is valuable 
to examine the kidnev with the patient lying upon the sound side 
{Fig. 288). 

Palpating the kidney in the erect position is useful, not as a routine ’ 
method, but as a confirmatory test in a doubtful case of nephroptosis. 
The patient stands with her weight resting on the sound side. The 
leg on the affected side is flexed slightly and the body leans forward 
a little. The hands are placed as is shown in Fig. 289, and, while 
the patient takes a deep breath, the kidney is imprisoned by the left 
hand and palpated by the right. 

Watkins maintained that the usual method of examining the 
kidneys by forcing them between the fingers is too crude to be of much 
value, and only gross abnormalities can be detected. He advocated 
bimanual palpation by light touch, the posterior hand being held 
quite still, whilst the anterior makes light vibratory movements.. 

The Renal Angle Test (Murphy’s ‘Kidney Punch’).— The 
patient sits up and folds his arms in front of him. The thumb is then 
placed under the 12th rib, and short, jabbing movements are made 
{Fig. 290). At first the movements arc very gentle, but if pain is not 
experienced their strength is increased. This sign is of great value 
in determining deep-seated tenderness ; also, by this method, with 
practice and comparison of the two sides, it is possible to estimate 
relative muscular rigiditj’. 

Renal Tumour. — A tumour of the kidney is said to possess these 
characteristics: (i) It lies in the loin, or can be moved into the 
loin; (2) It is reniform in shape; (3) It moves on respiration; 
(4) There is a band of colonic resonance anteriorly; (5) It is dull 
posteriorly. 

This classical picture will seldom be seen in its entirety. It is 
frequently impossible to demonstrate the band of colonic resonance 
unless special methods are invoked. 

Baldm'/i'i Method. — The colon » inflated with air by means of a rubber 
catheter fixed to a Higginson’s syringe. After the introduction of three 

Thomas J Watkivs. j863-i925, St. imkt't Itaspilal, Chicago 
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or four sjTingefuls of air, the band of mlonic resonance, formerly impossible 
to demonstrate, becomes evident. The method is of distinct value for 
.tumours which occur on the left side, but 
ia unreliable on the right owing to the 
difEculty of safely introducing sufScient 
air to indate the ascending colon. 

Neoplasms of the kidney tend to 
enlarge anteriorly, whilst abscesses and 
hydronephroses often cause considerable 
posterior projection. 

A varicocele which has appeared 
comparatively suddenly in a man over 
thirty is indicative of malignant neo- 
plasm of the kidney. Its presence does 
not imply that the renal tumour is in- 
operable. 

It is well to bear in mind that 
an enlarged kidney may be the one healthy kidney, the enlarge- 
ment being due to compensatory hypertrophy. Hj’pertrophy of 
the opposite kidne)* is unusual in 
neoplasm. 

When both kidneys are mudi 
enlarged and ^nodular, congenital 
cystic kidneys should be thought 
of, particularly if the sj-mptoms 
are few (Fig. 291). 

PERINEPHRIC ABSCESS 

The diagnosis of perinephric 
abscess rests almost entirely on 
the clinical examination, and it 
is necessary to bear the condition 
in mind constantly when search- 
ing for an obscure focus of 
infection. It is sad to relate that 
too Q&no the diapnasLs nf ptji- 
nephric abscess (Fig. 292) is de- 
layed unduly because the patient’s 
back has never been examined. 

When the posslbilitj’ of a perinephric abscess enters the clinical 
picture the following procedure is adopted: Pillows are remo\ed 
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and the patient lies prone. It is imporant to see that he is lying 
quite straight. The area immediately beneath the last rib and lateral 
to the erector spini is scrutinized ; it is compared with the opposite 
side. In this situation the merest fullness is often the indication 
of a large collection of deep-seated pus. Even before this sign is 
present, palpation will often elucidate the diagnosis. 

On the sound side, the fingers can be dipped deeply towards 
the kidney ; on the affected side, muscular resistance prevents this 
manceuvre This difference on the two sides is obvious, and out of 
proportion to the resistance occasioned by tenderness. Indeed, 
tenderness is often surprisingly inconspicuous. (John T. Morrison ) 

TRANS-ABDOMINAL PALPATION OF THE URETER 

The practical application of this measure is small. Stand on the same 
side as the ureter to be examined and place the hands flat upon the abdomen 
over the line of the ureter [Fig 293). Ask the patient to respire slowly and 


TKICKeNEOUSSTEll 



194 PHYSICAL SIGNS IN CLINICAL SURGERY 


THE BLADDER 

In ectopia %'esicaE the bladder mucosa (Fig. 295), Mith the ureteric 
orifices discharging urine, can be seen. 

TTie empty bladder cannot be felt. Occasionally a large vesica! 

diverticulum surrounded 
by inflamraator)’ thicken- 
ing can be recognized 
by palpation. It is only 
when a neoplasm of the 
bladder is hopelessly ad- 
vanced that it, becomes 
palpable. 

So unusual is it for 
affections of the bladder, 
other than retention of 
urine, to provide any 
physical signs, that It is 
sometimes forgotten that 
a large stone in the 
bladder can be felt per 
rectum. 

In cases of prostatic 
enlargement it is useful 
to examine the base of 
the^ bladder per rectum 
sooTT^fler the patient has 
'passed urine. By careful 
palpation a rough idea 
will be obtained of the 
amount of residual urine present in the bladder. 

The opportunity* is taken here to 4vam the reader once again 
never to express an opinion on a pelvic swelling until the bladder has 
been emptied by a catheter. 

Acute retention of urine will be dealt with later (p. 235). 
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CHAPTER XXI 

THE MALE GENERATIVE ORGANS 
EXAMINATION OF THE PROSTATE AND ITS ANNEXA 

The routine examination of the prostate is performed best with 
the patient in the knee-elbow position. The fin ger, well anointed, is 
introduced slowly into the rectum in the manner indicated already in 
the section on rectal examinatio n (p. 178), 

Visualizing the Parts to be Palpated. — It is essential to have 
in mind a clear conception of the relationship of structures about 



Ptt 396 — Pilpation of ibe prottaie Fig 297— Oiagtim of t&e prostact 

£a<h lateral lobe la pilpatad, paying particular and iti annaa m relation to rtctal pilpa- 
anmtion to iti consistency tton The parts ui blaek are fell normally. 

those in Ttil only when they are diseased 
iAJm Sir John yftomton-n’olfier ) 

the prostate to the palpating finger, and to know what can be felt 
in a normal case. The normal prostate feels firm and elastic : its 
two lateral lobes, separated by a median furrow, can be made out 
{Fig. 296). Passing the finger dotmwards along this median furrow, 
as the prostate 'is left one comes to a .soft area — here lies the 
membranous urethra. On each side of the middle line at this point 
Cowper’s glands are situated. Sliding the finger upwards along th e 
median, furrow, a little to each sl dfc_of the top. of the prostate 
lie the seminal vesicles, which are well within the reach of the 
finger. The normal vesicle cannot be felt unless distended with 
semen. Between the vesicle and the prostate on each side there is a 
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sulcus which is traversed by the Iviophatics leaving the prostate. 
These points must be grasped clearly and Fig. 297 visualized before 
diagnosis of the abnormal is attempted. 

Before expressing an opinion on the size of the p rostat e it is 
necessarj’ to be .certain that the bladder is emptt' . In acute retention 
the posterior surface of the full bladder can be mistake n for a large 
prostate ; one has seen this mistake m ade on many occasions. 

Palpating the Prostate. — ^The common aifections of the prostate, 
translated into terms of palpation, may be summarized as follous : — 

1. Ciironic Inflammation is stiggesied by smal l, firm nodnles- 
An inflammatory’ process is usually gonococcal , but may be tuber- 
culous. 

2. The Common Condition; So-called Senile Enlargement. — There is 
a general hypertrophy of the gland, perhaps with a large nodule h ere 
and there. The impression gained is that the enlargement is firmly 
elastic. 


3. The Small Fibrous Prostate is.Jiacd_and soJOQlb. 

4. Carcinoma 0/ the Prostate is harder still, a nd characterized by 
jtodules . At times this variety is simulated exactly by prostatic 
calculi. If the sulcus beween the xcsicle a nd the prostate is filled 
up, it suggests that the periprostatic itTPo b adcs are Evolved by the 
neoplastic process. 

5. Prostatie Calculi. — When these small stones are near enough 
to the periphery’ to be detected by palpation they are so embedded in 

the fibrous stroma as to simulate the irregular 
hardness of a carcinoma. Very occasionally 
the stones arc comp'aratix ely free, and they 
impart to the palpating finger an impression 
described so aptly by Erichsen as ‘ beads In 



Examination of the Seminal Vesicles. — 
There is probably no method of physical 
examination which is so dependent upon the 
dinirian’s physical attributes as that required 
in the detection -of disease of the seminal 
vesicles. If the examiner is endowed with a 
long finger, these structures can be palpated readily per reemm. It 
seems probable, however, that a shortiHde.x'Tinger js~nDt'the chief 
reason why vesiculiti s is overlooked : rather is it because so often no 
attempt is mafeltTdiscovef IL 


Fig 298 — Lut»’ mrtliod of 
xamiruiig Ifac Kminil v 
a %. difficult case. 
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When the patient is obese or the prostate is enlarged, palpation 
of the vesicles becomes thfficult. In such circumstances Luys 
recommends that the examination should be conducted with the 
patient in the position indicated in Fig. 298. 

The Picker position has also certain advantages. Here the 
patient stands and leans-for\v^rd grasping the back of a low chair. 
This position is preferable when a specime n of the vesicular secretion 
is required (see Fig. 301). 

A vesicle may be enlarged and fibrous as a result of chronic 
inflammation, usually gonococcal. A tuberculous vesicle gives a very 
characteristic sensation to the palpating finger, which is best described 
as ‘ craggy 


Palpation of Cowper’s Glands. — (k>wperitis, both acute and 
chronic, is ^en mistaken for prosta- 
titis or vesiculitis. The diagnosis of 
Cov tfperitis i s often missed for lack of 





a simple examination. On passing the fo refing er into the rectum 
and placing the thumb, first on one side and then on the other 
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of the median_raphe of t he perineum. Cow-per’s glands can be 
palpated {F$g. 299). In acute cases the least pressure c auses 
excruciating pain — in chronic ca ses-the en larged g land can be felt. 
It varies in size from a pea to a hazel-nut, is hard, and_feels__not 
unlike a malignant gland (Harkness). 

Prostatic Massage as a Test of Posterior Urethritis. — ^The 
prostate is massaged as shown in Fig, 300, the patient being in the 
knee-elbow position. The penile uiethra is milked down. The 
unnarj' meatus is examjne^ for a bead ; and the macroscopic 
characters of such a b^ad are noted ; these however, are unreliable, 
and they require micrTOCopipaI_confirti^ifiiu 

Vesicular Massage . — The diagnosis of chronic vesiculitis rests 
upon the examination of the secretion expressed by massage of the 
seminal ^esicles, and collected in a glass filled with water (Fig. 301). 
In some cases a perfect cast of the vesicles can be expressed. Micro- 
scopical examination of the material expressed will be required. 

EXAMINATION OF THE PENIS 

^Vhen a prepuce is present ask the patient to retract his foreskin. 
That this is a wise preliminary’ measure is shown by a perusal of the 
legends of Figs. 302 and 303. 
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.Pmch_ihe_glans*between the fingeis from before backw'urds. This 
opens the jips of t he mea^s. Observe whether the orifice is adequate. 
The normal urethnus-a.good h(^, and a good hose has a sgnalljiozzle. 
But an inflamed urethra ts a 
drain, and a good drain has 
a wide mouth. (Keyes ) 

In the condition known 
as hypospadias there is an 
abnormal termination of the 
urethra, the external orifice 
of which lies at some point 
on the floor of the norma l 
course of the anterior urethra 
(Fig. 304). 

It is remarkable that 
paraphmosu, especially \\ hen 
It has been present for several 
days, is overlooked so often; 
seldom a month goes by without my having cause to reflecLJin the 
accuracy of this stacemjnt, which rarely faiis.~to_sijrpri8e listeners. 

If a suspicion arises as 
to whether the foreskin 
has become imprisoned in 
a r etracted position , 
obviously the first thing to 
do is to question the patient. 
Again, it is remarkable how* 
often the reply is incon- 
clusive; some seemingly 
in telligent patients ar e often 
unable to state whether they 
have been circumcised or 
not. By sliding the skin of 
the shaft of the-peuis towards 
the pubis, and scrutinizing 
the first inch behind the 
corona, an area of cedema limited abruptly by a constricting band 
{Fig. 305) can leave no doubt as to the diagnosis. 

Palpation of the floor of the urethra in cases of suspected stricture 
is a much neglected method of examination. Often a stricture can 
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be felt from mthout, and a fa^-mirite s ite is the penoscrotal junction- 
A localized, painless induration about half-way down the dependent 
part of one or both rnrpnra ca^fmosa is. pathognomonic of i ndural io 
p enis pla stiea^ ^^^len the area is rolled b etween the finger and thumb 
the impression gained is that th e spongy tissue has been comerted 
into soft cartilage. 

A penile periurelltral ahscess first manifests itself as an indurated 
swelling in the floor of the urethra. Later it becomes rounded, tender, 
and fluctuant. It is often situated about the middle of the penile 
urethra. 

In persistent priapism of obscure ori^ palpate the spleen before 
undertakmg an elaborate neurological examination. Thrombosis of 
the dorsal vein is not very unusual in myelogenou s leuksmia. • 


EXAbUNATTON OF A CASE OF URETHIUTIS 
(SUSPECTED A'ENEREAL DISEASE) 

^\’hilst awaiting the e.xamination, the patient should be instructed 
to pass urine into two glasses (the nto-glass test) {see p. 1S7). 

Commence by palpating the inguinal glands. 

In gonorrhaa the glands ott both sides are moderately enlarged 
and slightly tender. 

Often in soft sore the glands are considerably enlarged and very 
tender, and characteristic buboes are seen. 

In syphilis the glands are larger than in gonorrhaa, and usually 
one groin is affected more than the other. The glands feel hard, and 
move freely under the skin, and there is complete absence of tender- 
ness, providing there is no secondary infection. The whole group 
from the saphenous opening upwards, and along the under surface of 
Poupart’s ligament, arc enlarged. 

Next the prepuce should be retracted, and the glans and meatus 
wiped with cotton-wool wrung out in i-tooo mercunc perchloride. 
The corona and the frsnum arc inspected carefullyTor the presence 
of a sore ; then the lips of the meatus are separated so that a meatal 
chancre, which is not imcommoii, is'not overlooked. The urethra is 
massaged, and the discharge seen and it s characreng noted, as purulent, 
mucopurulent, or gleet (Lumb). 

The examination should also include particularly the palpation of 
the testis (p. 202), and a rectal examination with prostatic massage. 


FteffOB t'oCTUiT. 1661-1708, .-TiwrroiBijJ. JWm 

XoRMAN Ll'MB, Cmtmpor^y SurjooR, Roya Piirumtjutk HotpitaS, 



THE RIALE GENERATIVE ORGANS- zor 
EXAMINATION OF THE MALE PERINEUM 
The male perineum, being tudden by the scrotum, is liable to 
escape scrutiny. Three conditions in which great diagnostic help 
can be .derived from displacing the scrotum uptvards are shown in 
Figs. 306, 307, and 308, and a fourth is illustrated in Ftg. 364, p. 246. 


Fig. 3«s.— Pinunchnf aStcen 


Fig je7 — Witenna - eui ' Krofum 
tnd p«nneum A «i<4 el 
tcncnire of the urethri 



EXAMINATION OF THE TESTICLE 

The patient should (at least) let down his trousers completely, and 
roll up his shirt to the nipple line. \VhiIst getting ready for the 
examination he is told to nucturate into two glasses (the tivo-glass 
test — see p. 187). The patient stands before the seated surgeon. 
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The Skin of the Scrotum. — Flist of all investigate the condition 
of the skin of the scrotum. Especially note if it is anchored to the 
underljHng testis at any point (Fi^. 309). If it is fixed anteriorly, 


Fit SM — sUn «f th« KnmsB adtimnl Fit. jla.— Ctonma ef tetta comrMnBng 

pmtcnorir vbm • liaiu bu dcT«lai>«d. Ctt* u uScmu. 

of tubcrculoui 

It is slight contributor}’ evidence of gumma {F»^. 310); if posteriorly, 
of tuberculosb; whilst a new growth may invade any portion of the 
overhdng skin, the antero-lateral aspect being the site of election. By 
the time the scrotum is ttsibly impli- 
^ cated underl)-ing testicular disease is far 
ULsmc advanced. 

Palpation. — In order to carry out 
(MUD * thorough examination of the testis, it 
srlur useful to palpate its constituent parts 
in a definite order {Fig. 311). 

I. Palpate the body of the testis 
and compare it with the unaffected side. 
y z. WTiibl doing this, bear in mind 

the relationship of the tunica vaginalis. 
^ It is blended intimately with the anterior 
surface of the body of the testis. 

3. Palpate the epididj-mis body, 
globus major, and globus minor. 
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4. Palpate the vas. The technique has been described accurately 
by Lockwood : “ Pass the index finger under the neck of the scrotum, 
pinch the thumb down upon it, and slip the constituents of the 
scrotum through your fingers from mthin outivards. You ought to 
feel the vas, which is like hard whipcord. You will feel a number 
of other small cords and strings and fibres, which you cannot define. 
You may possibly be able to feel the nerves of the cord, more 
especially the genitocrural and branches of the iho-inguinal, but 
I think the fibres which you feel are probably the fibres of the cre- 
master muscle. Unless you fee! these things clearly and accurately, 
you are not feeling a norma! spermatic cord.” 



Pie 313 ibc vast Comixtc th* tec of iht vat on vtrh ante 

Testing joT a Mitk/t Degree of Thickemng of the Pas. — ^Using both 
hands, both vasa should be palpated simultaneously, and as these 
whipcord-like structures pass through the fingers, thejr relative sizes 
are estimated {Fig. 312). 

Test for Translucency. — Anyone who is in close touch with ciinicai 
surgery will have seen scores of cases where the diagnosis has been 
Mtiaied, occasionally with disastrous results, by not carrying out the 
test for translucency, or by carrying it out inefficiently. In the case 
of an intrascrotal swelling the first essential is to make the swelling 
tense by grasping the neck of the scrotum between the fingers and 
thumb. A pocket-torch is applied to the distal side of the swelling 
{Fig. 313), and most hydroceles and cysts of the epididymis can be 
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diagnosed at once irrefutably because of their translucency. There are 
cases in which the sign is doubtful, especially in sunlight. To instruct 
the patient to hold the front flap of his shirt in such a u'ay as to form a 
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screen, or to go to the trouble of pulling down a window blind, dimin- 
ishes doubt in a large percentage of the cases where it exists. Another 
expedient is to take advantage of a hollow cylinder {Fig, 314). My 
pocket transilluminoscope {Fig. 315) makes errors connected with 
transillumination improbable. TTie fallacies of efficient transiliumina- 
tion in the diagnosis of hydrocele are few. Obviously, if the walls are 



Fig 3ts — The dtftbor** pockn trumllumiAMinTp^ 


thick or calcareous the sign will be negative. A hernia of a child, if it 
contains gut distended \Mth gas, is likely to be translucent. 

Testicular Sensation. — The normal testis is squeezed gently 
between the finger and thumb {Fig. 316). The patient experiences a 
peculiar ‘sickening pain’ 

Testicular sensation is lost 
early in syphilitic affections 
of the testis, but late in 
neoplasms. 

The grave objection to 
the use of this sign is that, 
should the case be one of 
new growth, neoplastic 
cells are squeezed into 
venous or lymphatic chan- 
nels. Consequently, it is 
better to eschew this sign 
when there is any possi- 
bility of a doubtful 
swelling being a neoplasm. 

If syphilitic orchitis has 
to be excluded a Wassermann reaction will give the necessary 
information. 

Weighing the Testis. — It is traditional that many years ago a 
house surgeon at the London Hospital, who had never been known 
to teach his dressers, suddenly remarked, “ Gentlemen, there are ttvo 
varieties of tumours of the testicle, the light and the heavy.” It 
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was considered aften\ards that this ^vas a differential sign of 
some %-alue. The affected organ is balanced on the palm of the 
hand, and its weight estimated 
317 )- 

a. A testis wjiich is rela- 
tively hea\-5- is in favour 
of neoplasm (or old hamato- 
(»le). 

b. A testis which is rela 
thely light is in favour o 
gumma. 

Rectal Examination.- 
With the sole exception of : 
simple hydrocele, a rectal ex 
amination should never b 
omitted as part and parce 
of the routine examination o 
a case of testicular disease. 
Ezamioation of the Regional Lympb>glands. — In selected cases 
it is necessar)- to endeaxour to palpate the regional Ij-mph-glands 




Three sets of Ijmphatie vessels pass up the spermatic cord ; in order 
of importance these are : 

a. Those foUotdng the spermatic artery, which pass to the para- 
aortic glands just below the origin of the renal arteries. 
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b. Those follom'ng the artery to the vas, which pass to the internal 
iliac glands. 

c. Those follovnng the cremasteric artery, which pass to the super- 
ficial inguinal glands. 

If the testis is the seat of an advanced neopla,sm, secondary 
deposits are to be expected in the para-aortic glands above the level 
of the umbilicus (Fig. 318). Advantage may be taken of the knee- 
elbow position to seek for enlargement of these glands. 

Maldescended Testis. — Certainly many patients with a mal- 
descended testis have a superadded inguinal hernia, but it should 
not require the peculiar talents of 

a Sherlock Holmes to detect that ” • 

there is but a solitary testicle in the ; - ' 




scrotum. Nevertheless, over and over again, I have marvelled that 
the type of maldescended testicle shown in Fig. 3x9 has been 
diagnosed as an inguinal hernia without the location of the testicle 
being questioned. 

If both testes fail to reach their destination and the patient is 
approaching, or has attained, years of matunty, the fact that the 
scrotum is empty and undeveloped (Fig. 320) is too arresting to 
escape notice. 

When seeking a retained testis a bght touch over the upper 
part of the inguinal canal, especially when the patient is examined 
in the upright position, someumes reveals a mobile tell-tale swelling 
which up to that time had defied definition. 

In infant boys intermittent contraction of the cremaster muscle 
pulls the testis into the inguinal canal, or, as Denis Browne would 
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ha^e it, the testis retracts into the superficial inguinal pouch, a space 
filled with loose areolar tissue Ijing between the fascia of Scarpa 
and the external oblique {Fig. 321). Th«e 
disappearing t«tes ha\e beguiled clinicians 
times -without number. I ha^ e encoimtered 
a large number of ntale children with actit'e 
' cremaster muscles sent up as suffering from 
maldescended • testes by competent practi- 
tioners. In a few of the cases it is really 
difficult to be quite certain. \Mien it is 
impossible to manipulate the testis into the scrotum the little patient 
should be examined immediately after, or during, a warm bath, 
which regularly clears up doubt. 



THE DIFFERENTIAL DIAGNOSIS OF INTRASCROTAL 
SWELLINGS 


Separated from the examining fingers b\ little more than a oo%eriag 
of loose integument the testicle b unrit-alled amongst organs for accessi- 
bility. Taking this into consideration, one would suppose the dtagnosb 
of intrascrotal swellings to be a comparatively simple matter; on the con- 
trary, some tesucular swellings are most difficult to dbgnose with 
confidence. It is, however, evident that many more are misdiagnosed, 
not because of inherent difficulties, but rather for w-ant of a careful cUnical 
examination and the application of straightforward commonsense principles 
in the interpretation of the phv steal signs elicited. 

I have reason to hope that, providing the reader b mindful of the 
fundamental neccssit)- for catrving out consdentiously the routine exam- 
ination described already, the short piaorial description which follows will 
enable him to diagnose a large percentage of testicular swellings with 
preebion and to segregate those in which no time should be lost in advising 
that the swelling in question be displayed to the light of dav. {Fig. 323). 

Traps for the Unwary. — 

a. Because there is a swelling within the scrotum, it does not 


signify that it arises in connexion with the 
testicular mechanism. The first question 
should always be, “ Can I get above the 
swelling ? ” {Fig. 322). 

b. A secondary hydrocele may mask 
underlying testicular disease. If doubt exists 
as to the condition of the underlying parts, 
it IS advisable to aspirate the fluid there 
and then and to palpate the unmasked organ. 
The fluid withdrawn from a cyst connected 



Fig 322 — Ai »bo*Tv it h 
po^-blc 10 •bot'c an incra- 
wiioi that awel- 
Ixng ansea £rom the lesticular 
aps^aratua. 
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with the testis may throw considerable light on the diagnosis 
(Fig. 323). A secondary hydrocele is present : (i) Almost always 
in acute and subacute epididymo-orchitis; (2) In nearly all cases of 
syphilis of the testis'; (3) In 30 per cent of cases of testicular tuber- 
culosis ; (4) Rarely in neoplasm. 



ABC 


Fig j»3 —A, The flurf wnhdrewn ft«cn • hydrostlt rMemblef 

nenna! unne, 6. That from * »penn*toeele » like herley leiier, C. That 
fren a cyst «( the epididymis >s crytui clear bk< water 

c. In a small percentage of cases the testicle is antevertcd ; this 
means that the epididymis is in from instead of being behind. Until 
and unless this anatomical variation is recognized, physical signs 
elicited are difficult to interpret and much confusion can be caused. 

The Swelling is Translucent. — Determine the relation of the 
translucent swelling to the testicle. Sometimes the dark shadow of 
the body of the testis can be seen contrasted against the brilliantly 
illuminated area. Another reliable method which is often possible 
is to identify the testis palpation. A vaginal hydrocele lies in 
front and to a variable degree above the body of the testis {Fig. 324,2). 
If the translucent swelling is behind the body of the testis, it is most 
probably a cyst of the epididymis {Ffg. 324, 3 ). This is more common 
than a spermatocele (Fig. 324,4). 

Non-Translucent Swellings. — 

Tuberculosis . — Except in the rare subacute and acute forms, the 
comparative absence of tenderness helps to differentiate tuberculosis 
from other forms of epididymitis. When the condition is fully estab- 
lished physical signs are characteristic (Fg. 324, 8). In early testicular 
tuberculosis there is often a loss of cutaneous elasticity as shown by 
smoothing out of the rugs consequent upon wasting of the cellular 
tissues beneath the dermis (Morson). Normally the testis can be 

14 
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The Differential Diagnosis of Testicul-ar Su'ellikcs 





lYCCrrded i reasoned diagnosis 
will be probsbie. 



4 .— Spernutocel* Sane u }. 
but sot so lobulited, not «o 
tense, and not to briUiantlr 
tnnilueent. 



7. — Epidjdnnovorebilis Epi- 
didyims enlarged and tender. 
Vas may be tbiekened. 



10 — Advanced neoplasm. Bode 
of the cesas enlarged and 
irregular EprdidvTniscannotbe 
felt. Old cloned hamutocele 





a.— Vaginal hydrocele. 



of the bfdaod of 
Morgigai perebed on the upper 
and anterior aurfaee of the 
tesocte. Diagnoiit urebtable. 



S..~Tubcmdoua epidadynuus. 
Epidid>-nin cragg). Vaa ceo> 
aiderablir tbKken^ 



IS. — EaH) SKoptasm. Aoypain* 
less DodiJe iis ibe body or even 
m the epididyiiDs sboubl be dis- 
pISTcd to die Lgfit o€ day. 



3. — Cett of the epididymis. 
Sweibng tense. Often somewhat 
lobulated. May be in any part 
of the cpididymia. 



In tn antnerted testis g 
vaginal hydrecete lonulates a 
rjet of Ibe epididvmib Larvely 
an acodenus problem. 



9. — Tuberculosis to an antever- 
led testis. AJtbough rare, it is a 
source of diagnostic confunon. 



la. — Syphilis of the testis- 
Smooth, painless enlargetnent 
of the body. 


Fit 344 
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moved freely within its coverings, particularly in an upward and 
downward direction. This movement is often restricted in tuber- 
culosis. 

Syphilis of the testis is encountered principally m three forms : — 

Orchitis of congenital syphtlis. Should a congenital syphilitic boy 
be fortunate enough — if, indeed, he can ever be called fortunate — to 
reach puberty, certain ills are liable to befall him. He tends to 
become lame, deaf, blind, and impotent. Lame because of Glutton’s 
joints, deaf because of otosderosis, blind because of interstitial 
keratitis {Fig. 325), and impotent because of diffuse fibrosis and 
atrophy of the testes. The reason for the testicular changes is a 
previous attack of bilateral inter- 
stitial orchitis. Usually this occurs 
between the third and tenth months 
and gives rise to what are knoun 
as the ‘ pigeon-egg testicles of 
syphilitic infants ’. 

Tertiary interstitial orchitis. 

When the condition is fully estab- 
lished, the testicle is rounded, 
densely hard, completely insensi- 
tive, and freely movable m its 
scrotal coverings. What better 
name could he given to it than 
the ‘ billiard-ball * testicle ? 

Gumma of the testis. In its 
early stages a gumma {Fig. 324, 12) gives rise to signs somewhat like 
those of chronic interstitial orchitis, but also much the same as those 
of neoplasm of the testis. Considerable diminution of testicular 
sensation favours a diagnosis of testicular syphilis, but as pointed 
out already, this may be a dangerous manipulation. 

Another point in the differential diagnosis is that a gumma of 
the testis is relatively light. A positive Wassermann reaction is, 
of course, most suggestive, but it should be remembered that it is 
possible for malignant disease u> appear in a syphilitic patient. 

Malignant Disease of the Testis . — This is not by any means the 
hopeless proposition which many think, providing an early diagnosis 
is made. \^en there is just a hardness of the body of the testis 
or an unevplained nodule {Fig. 324, 1 1 ), even if that nodule is in the 
epididymis, it should be cNposed to the light of day. Should this 
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course be followed the clinician will, from time to time, suffer from 
humiliation, for an old clotted haematocele (see Fig. 324, 1 0 ), an atrpical 
tuberculous lesion (Fig. 324,9), or e\'en a gumma of the testis will be 
removed unnecessarily. Wth reasonable clinical acumen such mis- 
takes, if one can call them mistakes, are few and are relatively unim- 
portant. 

The necessity of searching for secondary deposits in cases of 
established or suspected malignant disease of the testicle has been 
emphasized already (p. 206). In this 
connexion the diagram (Fig. 326) show- 
ing the distribution of metastases is 
useful. 

Varicocele . — The enlarged veins of 
the pampiniform plexus are so obrious 
that it is unlikely that a \-aricocele will 
be confused with any other condition. 
Practically ahvays left-sided, a varicocele 
feels like a bag of worms. After con- 
cluding the examination in the erect 
position, the patient should lie fiat ; 
when the testis b elev-aied the veins will 
empij'. In cases of long standing the 
body of the left testis will be found to be smaller than that of the 
right. . 

Much academic attention has been pven to a rapidly oncoming 
I'aricocele as a sign of malignant disease of the kidney. I have not 
found this sign of material x*alue ; in those cases in which it has been 
present there has been an easily palpable kidney tumour. 

^Vhat I have found a reliable, though depressing, sign is when 
a congenital hydrocele appears in a man past 40. On several occasions 
the excess fluid in the peritoneal cavity, manifesting itself by wuj 
of the funicular process, has been the first sign of an intra-abdominal 
carcinoma, notably of the stomach. 
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CHAPTER XXn 

COMMON ACUTE ABDOMINAL CONDITIONS 

Physical signs and their interpretation reach a high pinnacle of 
importance in the diagno^s of acute abdominal disease. Frequently 
an urgent and all-important diagnosis has to be formulated by their 
aid alone. It is for this reason that this section is considered some- 
what fully. 

In deciding the momentous question, “ Is this an acute abdominal 
condition ^ " there are two signs which may prove helpful in a general 
way : — 

1. The Kiting Test . — The patient is instructed to place his arrfts 
by his side and then to raise himself in bed by means of the abdominal 
muscles alone. The sign is positive when the patient fails to rise or 
complains of great pain in attempting to do so. (Granville Chapman.) 

2. Altered AbdominO’lhoraac Rhythm. — Normally, during inspira- 
tion, when the chest comes out the abdomen comes out. If, however, 
when the chest comes out the abdomen goes in, jt is highly probable 
that a diffuse leak Is present and general peritonitis is imminent. It 
should be remembered that the first three or four respirations must 
be disregarded in order to allow the patient to overcome his self- 
consciousness. (Jeans.) 

When called upon to examine the abdomen of a patient who 
has been placed in Fowler’s position, have the bed placed flat 
for the time being unless there is some contra-indication. It is 
impossible to examine the abdomen thoroughly when a patient is 
in Fowler’s position. 

EXAMINATION OF AN EARLY CASE OF ACUTE 
APPENDICITIS 

Takti (he palse scid (etttpecsdtev. These shef^’ bat bteh s/ter- 
ation in the early stages of this disease. An acceleration of the pulse- 
rate usually signifies the onset of peritoiutis. 

The pain of acute appendicitis rarely begins in the right iliac 
fossa. Ask the patient where the pain began; he usually places a 

CuANVltLt OufMHV. Contrmp’nofy Siffton, GmmAy atti DrttrKt Hospital 
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finger near the umbilicus (Fig. 327). Now ask the patient where 
the pain is now', the painting finger passes to the right iliac fossa 




Fig 33s — The poinling test in •ppcfMiiatis. II The ftnswer to the question. 
“ Where » the pein now ? 


(Fig 328) The pointing test, when positive, is of the greatest possible 
diagnostic significance. 

Inspection. — Unless the appendix has perforated, we do not 
expect to see any alteration in the contour of the abdomen or in the 
movements of respiration. 
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Epicritic Hypersesthesia. — Take a pin and pass its point verti- 
cally down the left lower half of the abdominal wall, exerting very 
slight but even pressure. Again, pass the pin down the left side a 



Fi$ Jig— Ttttmt toe optenue b y p»i «»l htnt oith t pm 


little more medially, but parallel to the last. Proceed m the same 
manner on the right side {Fig. 329). If epicritic hypersstheaia is 
present, the patient ivill experience pain when the pin reaches the 
hyperatstheticarea. There is no need to ask the patient any questions: 



33° — Toting (or bn>ct*t(lwna by Ligat'i methixl 


one can discern at once the onset of pain by the facial expression. 
This hyperesthesia signifies that the appendix is, as yet, unperforated; 
when perforation occurs, it passes off rapidly. 
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Sir James Walton has made a stud) of the exact situation of this 
hypenesthetic area, and finds that it is a relatively narrow band about one 
and a half inches wide, running from the anterior superior iliac spine to the 
spine of the pubis. 

Hypenesthesia can also be demonstrated by Ligat’s method. This 
consists of picking up between the finger and thumb a portion of skin 
and subcutaneous tissue and 
lifting it off the abdominal 
muscul3ture(fj^.33o). The 
portion of skin is picked up 
as in pinching, but it should 
be noted carefully that the 
skin is not pinched. In 
order to elicit ht'perasthesia 
by Ligat’s method, wc begin 
in the left iliac fossa, pass 
to the left and then the right 
h)*pochondrium, ultimately 
picking up the skin in 
Sherren’s triangle {Fig. 331). 
Again, there is no need to 
question the patient; rely 
entirely upon facial expres* 
sion. Welbrnarked hypersesthesia is one of the best single signs of 
early acute appendicitis. Tested by Ligat’s method Litdngston found 
it positive in 86 per cent of 42S consecutive cases of appendiatis. I 
have used Ligat’s method for a long 
time, and belie\’e it to be the method 
of choice. 

Palpation. — Commence palpation 
diagonally opposite the point where 
pain is or was experienced, \\z., lay the 
hand upon the left hj'pochondrium. 

Next palpate the right hypochondrium, 
then the left iliac fossa, leaving the 
right iliac fossa until last. In tj’pical 
cases there is rigidity and tenderness 
in this area, the extent of which should be recorded {Fig. 332). 

When the diagnosis is doubtful, and in about one out of four 
cases the history and phj'sical signs are at}’pical, further examination 
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is required. At this juncture it is useful to apply Rovsing’s sign, 
which, when positive, is extremely reliable. 



333 — Ro'>ing'» »i*n Pi«auf« on th« Wt lUoe (ots> pro 4 ucn pain in 
th« right ilt*c ton*, vihtn lh« ugn 11 pmitive 

Rovslng’s Sign (Ftg. 333). — Even pressure is exerted over the 
descending colon. This forces gas into the cacum If, when pressing 
the left iliac fossa, pain is appreciated in the right iliac fossa the case 
is probably one of acute appendicitis. 



334 Fingrr*tjp pRsture ortr McSiirnry's pomt 

McBumey's Sign (Ftg. 334). — Finger-tip pressure is made 
over McBurney’s point, which, if the sign is positive, registers the 
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maximum abdominal tenderness. This sign is sometimes useful in 
very early or subacute cases of appendicitis. 

Testicular Retraction. — In cases of gangrenous appendicitis, if en 
pressure is exerted over AIcBumcy’s point the right testis is drawn 
upwards. As long as the pressure is maintained the retraction commonly 
persists. When the pressure is released the testis drops back into Its usud 
position. La Roque has found the sign positii e in 500 cases of gangrenous 
appendicitis. 

Signs in Retrocaecal Appendicitis. — ^WTiilst deep tenderness 
may be fairly well marked, rigidity is inclined to be ill defined in 
front, but often it is present in the flank, where the point of 
maximum tenderness is located. The flank should therefore be 
palpated. 

Rectal Examination. — ^Take particular care to introduce the 
finger slowly with a rotatory movement. 
If the finger can be placed within the 
rectum without causing pain, not only 
can a much more thorough examination 
be made, but the discover}* of a tender 
area becomes of real diagnostic signifi* 
cance. The best method of procedure 
is as follovx’s. Palpate the left side of 
the rectovesical pouch; then palpate the 
right side (Fig. 335). If there is any 
doubt as to the relative tenderness, 
repeat the process, at the same time 
asking the patient, “ Is there any differ- 
ence on the txxo sides ? *’ In early cases 
of pelvic appendicitis tenderness on the right is often the crucial 
point in an all-important diagnosis. In later cases the finding of 
a tender lump, or c}*stic sxxelling (pelvic abscess) when perhaps 
there are few, if any, signs on abdominal examination, brings 
home the cardinal importance of recta! examination in suspected 
pelvic appendicitis. 

Differential Diagnosis. — Manifestly it is impossible here to 
enter at length into the differential diagnosis of acute appendicitis, and 
it must suffice to urge the examiner to bear In mind the old maxim : 
“Always examine the right lung and the right kidney (urine)." To 
this may be added an examination of the pelric organs in the female. 
In this connexion attention is drawn to the fact that abdominal 
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rigidity in acute salpingitis is inclined to be Jess marlced than in a case 
of acute appendicitis with a cor- 
responding elevation of pulse 
and temperature. In salpingitis 
there are' often tivo sj’in- 
metncal points of deep tender- 
ness, as shown irx Fi^. 336. 

Perhaps themostconfusing 
differential diagnosis is between 
acute appendicitis and stone in 
the right ureter. Barney has 
found the following sign 
helpful : — 

McBurney’s point is located with the tip of the index finger, 
and pressure is exerted here. One describes imaginary circles 
round this point, and as the finger 
moves from one circle to another, 
tenderness becomes more and more 
marked until the point S is reached 
(Fig. 337). This sign is sometimes 
useful, but if ike diagnous of tione 
in the ureter cannot be confirmed by 
scienitfic methods taihin half an hour, 
and the case ts an early one, it if 
safer to remove the appendix. 



Atypical Acute Appendicitis. — Lengthy experience shows that 
the atypical case of acute appendicitis is the most difficult of all the 
abdominal emergencies to diagnose. The stage of illusion is really 
W’orthy of the name ; it occurs a few minutes after an obstructed 
appendix has perforated. The patient may say that he feels better ; 
the hyperassthesia goes ; the rigidity to a large extent passes off ; 
but fortunately the pulse begins to rise, or we should probably be 
mistaken more often than we are. 

For the real case of doubt and difficulty there are yet a few special 
physical signs which sometimes prove helpful. 

1. A Confirmatory Test for Retrocacal Appendicitis . — The finger locates 
the most tender spot in the flank. Pressing lightly, but just enough to 
produce a little pain, ask the patient to lift his right leg a few inches off the 
bed, keeping the knee stiff. If the patient promptly complains of an increase 
in pain, or drops the leg with a distinct outcry, the test is positive. (Baldwin.) 
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2. The ObturatoT Test . — ^Flex the right thigh, rotate the hip-joint 
internally. This puts the obturator intemus on the stretch. An inflamed 
appcndtv in contact with and adherent to this muscle will be irritated b} 
tWs movement and pain will be experienced in the ht'pogastrium. (Z. Cope.) 

3 The Psoas Test . — Place the patient on his left side. Fully extend 
the hjp-joint and abduct the th^. If the psoas muscle is in a state of 
irritation from its proximity to an inflamed appendix, this manceuvre will 
bring on pain. (Z. Cope.) 

Special Points in the Ezamiaatioc of a Young Child. — Scream- 
ing children, too young to co-operate in the search for physical signs, 
sometimes can be placated by the following expedient : The abdomen 
is palpated wdth the child’s own band (Fig. 33S). ^ITien the point 


F‘e lii — rtlpicuia tbe aMomai wuh the c2u},iV «ira luAf. 

of maximum tenderness is approached, the child pulls its hand away, 
and commences ciying. This method, if carried out patiently, will 
often succeed in elucidating the area of ma.ximum tenderness when 
other methods are inconclusive. (R. Grainger.) 

The Thoracic Compression Test . — ^WTien it is difficult to decide 
whether a young child has acute appendicitis or basal lung involve- 
ment, compression of the lower thorax from side to side elicits obvious 
distress when the lesion is abwe the diaphragm, whereas in appendi- 
citis it has no effect. (N. AI. Dott.) 

APPENDIX ABSCESS 

Palpate the lump gently. It is very helpful to mark out the 
limits of the mass with a skin pencil. Marking the limits of 
the swelling is almost essential if the case is going to be treated by the 
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L Ochsner-Sherren method (Fowler’s position, and giving only \\ater by 
■mouth). The general signs are watched by keeping a two-hourly 
pulse- and temperature-chart. The local signs can be kept under 
obsen’ation by noting the increase or decrease of the limits of the 
lump which have been marked on the skin {Fig. 339). 



Rectal examination is essential, for only by this method can Jt be 
ascertained whether the abscess is invading the pelvis. It should 
be noted that diarrhaa accompanied by the passage of mucus in 
a patient who has not had dysentery or mucous colitis is proof positive 
of a pelvic abscess. This is a sign of the highest diagnostic import- 
ance and one which is absolutely reliable. 

« * • * • * 

One is called to see a patient some days or even weeks after an 
operation for acute appendicitis or appendix abscess because bis 
condition is unsatisfactory ; the temperature is swinging and the 
pulse is elevated — signs which foretell of pocketing of pus. The 
clinical investigation of such a case is earned out as follows : — 

1. Examine the wound and the adjacent abdominal wall for an 
abscess thereof, 

2. Consider the possibility of a pelvic abscess (ree above). 

3. Palpate the left iliac fossa for an abscess in this situation. 
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4. Examine the loin for a perinephric abscess (p. 192). 

5/Look at the legs to exclude the possibility of phlebitis. 

6. Examine the conjuncu\’SB for an icteric tinge and the liver for 
enlargement. Also inquire if the patient has had rigors — signs which 
bespeak pjlephlebitis. 

7. Examine the lungs — pneumonia or empyema. 

8. Examine the urine for pus (pyelitis) and the fasces for blood 
jmd'pus (enteritis). 

9. Lastly, concentrate diagnostic endeavour upon the possibility 
of a subdiaphragmatic abscess (p. 1 16). 


THE SIGNS EUCITED IN A CASE OF PERFORATED 
GASTRIC OR DUODENAL ULCER 
Pulse . — For the first six hours the pulse-rate U often praciif My 
umliered. This basic fact should constantly be borne in mind. 
Over and over again the diagnosis of perforated ulcer has been fatally 
delayed on one sign alone, ' because the pulse-rate was only 75 So 
great is the importance of recc^izmg this trap, that it can be truth- 
fully said that the gravitj' of the prognosis varies directly nith the 
pulse-rate; for the majority of those patients operated upon while 
the pulse is still under 100 recover, while almost all those who'are 
delayed until their pulse-rate has reached 120 or more, die, no matter 
what is done. 

Temperature. — The temperature is likely to be subnormal, for 
the patient has lost heat owing to shock. There are but few e.xcep- 
tions to this rule. 


Inspection . — Retraction of the Epigastrium. In an early case of 
perforation, especially if the subject is a spare, muscular man, retrac- 
tion of the epigastrium is a characteristic sign. In 



well-marked cases, when vie^^ed laterally, the appear- 
ance is as if an invisible rope was constricting the 
abdomen at the le\el indicated in Fig. 340. This 
is due to muscular contraction of the diaphragm and 
anterior abdominal wall (Willan). As time elapses 
the sign is lost. 

Carefully inspect the abdomen for respiratoiy 




movement (Fig. 341). The patient should be placed 
ben^een the light and the examiner. In perforated 


tythed^tKd^nr'"* '^Iccr thc abdominal muscles are held so ngidly that 
(R. j wiiun.) respiration is almost entirely of the thoracic tj-pe. The 
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respirations are often of a peculiar grunting character,’ and altered 
abdoroino-thoracic rhythm, already referred to, may be noted (p. 213). 

"Point to the place tehere it hurts you now." This is not a sign of 
great value in perforated ulcer. It should not, however, be omitted. 

“ Point to the place tchere the pain started." Quite frequently 
there is a finger pointing to the epigastrium. ' 

The abdomen is now palpated systematically, begifiritng with 
the left iliac fossa. Board-like rigidity is characteristic, and the 



cardinal sign of the condition. With the onset of general peritonitis 
and consequent distension, the rigidity (and to a great evtent the 
agonizing pain) passes off in a varying degree. 

Liver Dullness. — The absence of liver dullness m the mid- 
axilla^ line is ve^ fair evidence of,gas in the peritoneal cavity (Fig. 
342). Usually it IS only m late cases of perforation that sufficient 
gas collects to give a tympanitic note. However, now and again — 
perhaps in every tenth case of perforated viscus (certainly no more) 
— the sign proves helpful in making a diagnosis. To summarize : 
liver dullness is usually not obliterated; it is only of value if tested 
in the mid-axillary line, and we should remember that we may be 
entrapped by overlying emphysema of the lung. 
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Percuss* the abdomen. In perforated gastric ulcer there is 
a dull note over most of the abdomen. In the early case this cannot 
be made to shift satisfactorily, but as time goes on the amount of fluid 
becomes so considerable that shifting dullness can be demonstrated 
with ease. In order to demonstrate shifting dullness ask the patient 
to turn somewhat on to his left side. Wait for a minute in order to 
allow the fluid to gravitate. Commence percussion from the right 
side to the left, noting where the resonant area becomes dull and 
marking the spot on the abdominal wall.' Then the patient is asked 
to turn slightly on to his right side, and after a reasonable interval, if 



Fii 341.— Pefcuuinc ib* littr duUmn. Ii thould be noted Ihel Ibit u enlr nluble 
ta iheinid uilliry line. If the ti(n n doubtful tbe pesuii ehould turn on to hit left tide and 
the ana i» p c iroUed agaiTb 

shifting dullness is present, the dull area T\-ill have become resonant, 
and vice versa {Fig. 343). 

If board-like rigidly is present, shifting dullness is not usually 
demonstrable ; indeed it is not justifiable to attempt to elicit it, for 
the necessary turning causes the patient much pain. As the pain and 
rigidity pass of! it is a method which can be applied justly, and may 
yield most valuable information. 

Rectal Examination. — If the patient is in great pain, rectal 
exaroinafinn should be done in the dors.'U position. Sometimes 
tenderness in the rectovesical pouch can be detected, especially if 
the patient is in Fowler’s position. 

Reflexes. — ^The examination may well be concluded by testing 
the knee-jerks and the reaction of the pupils to light. If this , 
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is not done in every case of suspected perforated ulcer, sooner or 
later a gastric crisis of tabes will be confounded with a perforation. 

The diagnosis of perforated gastric ulcer is seldom really difficult. 
Diaphragmatic pleurisy (see p. 226) and an acute cardiac attack, 



Fv 3+3— Shifting duJljim Th« sign of fm fluid m the pentoneU cavity 

particularly coronary thrombosis, are the conditions with which it 
is most likely to be confused. 


SPECIAL FEATURES OF PERFORATED DUODENAL ULCER 

ftribratea' ahaufenin' enter ib more cummon CiVan peniiratea' 
gastric ulcer. The features already enumerated in connection with 
perforated gastric are identical with those of perforated duodenal 
ulcer. There is one pitfall in the diagnosis of the latter which I have 
noted time and again. When a duodenal ulcer perforates, the ascend- 
ing colon acts as a watershed and directs the escaping fluid to the 
right iliac fossa (Fig. 344). Thus the diagnosis between perforated 
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duodenal ulcer and appendicitis becomes difficult. If it is a per- 
forated duodenal ulcer the rigidity tends to be more extensive, but 
it is often admittedly a problem to decide which of two organs is at 
fault. In this connection Rovsing’s 
sign (p. 217) is sometimes useful. 

Differentia! Diagnosis between 
Diaphragmatic Pleurisy and Perfor- 
ated Peptic Ulcer . — ^\Vhen there 
are no physical signs to be found 
in the chest, as may happen in 
diaphragmatic pleurisy, differential 
diagnosis becomes exceedingly 
difficult. A patient with dia- 
phragmatic pleurisy prefers to be 
propped or sitting up I’n bed, 
whilst if the lesion is below the 
diaphragm he prefers to lie flat 
(Black). Unfortunately, there are 
occasionally e.xceptions to this rule 

»hieh npii:^ h<« oi« uta peptic ulccf mav beg to remain in 

ii«m ef « p«fofi««d 4uodfn»l ul<« m»r ' ? 

b« retered lo itit n<M iliac foaii. 3 Sitting pOStUre. In pnCUmOHia 

with abdominal pain the skin is 
hyperarsthetic, but pressure affords relief and there is little, if any, 
restriction of respirator}’ mmements of the abdominal wall (Birch). 

Perforated Duodenal Ulcer 
Partially Sealed by Omentum . — 

This IS a clinical entity which is 
well worth bearing in mind. The 
patient can mQ%c about surprisingly 
well; indeed, he may walk to 
hospital. Vomiting is absent, which 
is against appendicitis or cholc- 
cj-stitis. Rigidity is >ery high — just 
beneath the costtd margin. Fig. 3^5 
IS a record of the physical signs of 
an example of this condition. 



J4J — PhyiicU u'en* rtco 
cue of ptnlonted OuoderiMl ulcer 
•calcd \>1 omcRtum, cotloquiiUr kr>ci«^ i< 

*<lrr iKr fun t iui i *, 



ACUTE CHOLECVSTITTS 

The methods employed in the examination of the acute gall- 
bladder case differ not at all from those already described on p. 165. 
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The differential diagno^ between a maldescended acutely 
inflamed appendix and an acute cholecystitis may be exceedingly 
difficult. The radiation of the pain to the back in cholecystitis some- 
times proves helpful. Boas’s test should be tried (p. 167), and the 
urine examined for traces of bile. 

EXAMmATION OF A CASE OF INTESTINAL OBSTRUCTION 

Vomiting occurs early in obstruction to the small intestine, but 
when the large gut is obstructed vomiting is often absent until late. 

If any vomit has been saved, observe its character — whether it is 
undigested food, bile-stained, or fiecal. “ F^cal vomiting is not to 
be regarded as a sign of intestinal obstruction, but as a herald of 
approaching death.” (Sampson Handley.) Look at the patient’s 
tongue. In late intestinal obstruction it is brown, furred, and dried. 

When about to make a physical examination in a case of acute 
intestinal obstruction, the first duty should be to examine the hernial 
sites, inguinal, femoral, and umbilical. This axiom is an old one, 
but one that can still bear much repetition, for at the present time 
every general hospital can supply repeated instances where this 
omission has been made. 

An umbilical hernia can hardly be missed ; a strangulated inguinal 
hernia is usually obvious ; U is the small unobtrusive femoral hernia which 
is the stumbling-block. Often its presence is overlooked by not removing 
the bedclothes far enough ; less often it is seen and felt, but mistaken 
for an enlarged lymphatic gland. 

One cannot lay too much stress upon the necessity of making 
it an unvarying rule in every case of intestinal obstruction to examine 
all the hernial sites before attempting other physical signs. We will 
assume that this has been done with a negative result. 

Inspection- — Look at Ibe abdomen. Obstruction to the large gut 
gives early abdominal distension. On the other hand, obstruction 
to the small intestine rarely shoivs more than perhaps a suggestive 
AvUruyi? .if Jthase .sa'ij,''' jiugw? whso .i? -i? .\ivp»fl«aMwe .to .make j xntwJ 
diagnosis if the life of the patient is to be saved. Ladder patterns 
are very characteristic (Fig. 346) but are not commonly seen, and, for 
that matter, should not be seen, for their presence indicates a late 
diagnosis. Visible peristalsis more often requires patient watchfulness- 
Sit down beside the bed and watch the abdomen. Sometimes 
gently flicking the abdominal wall will initiate visible peristalsis. 
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A drop of ether allowed to fall upon the $kin may initiate a peristaltic 
%%a\e when other methods ha\'e failed (Fig. 347). 



Wherc\er the obstruction in the large intestine nia) be— it 
matters not whether it is in the ascending, transverse, descending, or 



F'g 347 — Inciting visible pcTWtalsB H dropping ether upon the ibdorninal eiilL 


pelvic colon, or rectum — the brunt of the obstruction will be seen at 
the cacum. Occasionally the czeum can be seen momentarily rising 
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Up with each wave of peristalsis, like a small balloon. Very aptly 
this phenomenon has been likened to a gun backfiring into its own 
breech. The lesson to be Jeamt is that, in ei^ery suspected case 
of colonic obstruction, particular attention should be paid to the 
right iliac fossa. 

Auscultation. — All the time we have been watching, we should at 
the same time have been listening for borborygmi. 

“ Auscultation is a much neglected method of investigation, and 
one to which I attach much value ”, says Professor Burgess, speaking 
of acute intestinal obstruction “ After a little experience one gets 
to recognize certain sounds associated with distended intestine, and 
the contrast between the turbulent gurgling sounds of mechanical 
obstruction and the death~like silence of paralytic ileus is very marked.” 

Palpation. — Even when penstalsis is not visible, it may be 
palpable ; by keeping the hand flat upon the abdomen the underlying 
coil may be felt to harden and soften alternately, much like a pregnant 
uterus. (Burgess ) 

Percussion over the cxcum may yield a hyper-resonant note, 
which is additional and very useful evidence of large-gut obstruction. 

Shifting dullness may be tried ; but it should here be noted that 
quite often a shifting note can be demonstrated in the flanks, yet 
subsequently when the abdomen is opened, very little, jf any, free 
fluid is present. I feel certain that dilated coils of small intestine 
reacting to the (aw of gravity can bring about a positive result in the 
test for shifting dullness. 

Rectal Examination.— This may reveal the cause of the obstruc- 
tion, e.g , a carcinomatous stricture If the rectum is completely 
empty it IS at least suggestive, and useful contributory evidence of 
obstruction Occasionally one may be able to make out a distended 
coil of small intestine in the rectovesical pouch. 

Other Methods of Examination. — 

In doubtful cases an enema should be given, but it should be 
remembered that it is the second enema vviucli yields the more useful 
information. By absolute constipation is meant that after the 
second enema no feces and, above all, no flatus is passed. 

Supposing the case is one of an old lady. The two enemata 
have been given, and the second has yielded just a small result. 
We are disinclined to operate if it can possibly be avoided, and it 
is hardly fair to exhaust the patient by giving a third enema just 
yet. Then take a tape measure and place it round the abdomen at the 
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level of the umbilicus (Fig. 348). Note the measurement. Leave 
the tape measure in place behind the patient, and measure again in 
a few hours. This accurate measurement of the patient’s girth is 
more reliable than an impression as to whether she is more distended 
than at a previous e.xamination. Useful as this method is, it should, 
nevertheless, seldom be resorted to, for delay in intestinal obstruction 
is fraught with dangers. Doubtful cases should, as a rule, be submit- 
ted to laparotomy, for the risk of a laparotomy is a hundred times less 
than that of leaving a case of intestinal obstruction for e% en a few hours. 



Fii 34 } — Su>p«ct«d in(«nin*l M«*4ufe0>Bit of t2>e finh 

of ih< •bd9in«n a( fr*q<i«nt intmkb. 


Perhaps the most elusive form of intestinal obstruction arises 
from obturation of the small intestine by a gall-stone. Usually the 
subjects are elderly, and the obstruction in the early stages is of an 
intermittent character. The possibility of this supremely remediable 
condition should be before u« in er'cry doubtful case of obstruction 
occurring in the e\ening of life. 

Before Iea^ ing the subject of intestinal obstruction it is necessary 
to warn the reader to keep a sharp look-out for uramia, which on 
occasions simulates intestinal obstruction closely. The examination 
of the urine is often helpful, but not necessarily so, for in both 
conditions the urine tends to be scan^. 

EXAMINATION OF AN INFANT FOR AN INTUSSUSCEPTION 
Almost invariably the nurse will start to pull down the bed- 
clothes in order to expose the child’s abdomen. Tell her not to do so. 
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If the child is asleep, so much the better, but ^ve are rarely so favoured. 
Take a chair and sit beside the bed — uait, and warm the right hand. 




Slip the 3varm hand under the bedclothes, place Jt upon the abdomen, 
and go on «'aiting until the child stops crying (Fi^. 349). One cannot 
expect to feel anything when the child is screaming, its abdoinina! 
muscles are contracted 
rigidly (Fig. 350). When 

the crying has ceased — _/ ^ || J|A 

palpate. Particularly pay ' R -^L a 

attention to the right t 
hypocAonari'um. Some- S. 
times the tumour will 

Pit JSO — Attjtude of the mf»nt duiuiB «l>« 

Oe leit to liarCien as a •rMm of colic wtucK charictenM inms&usception. 
wave of peristalsis com- Fmi 

mences, and the diagnosis is certain IiVhen the bowel is flaccid, 
and the lump is small, it cannot be felt. Mere infolding of the 
gut does not render it palpable unless effusion has stiffened it 
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{Fitzwilliams). In the splenic region the lump may pass under the 
costal margin, and thus elude the examiner (Fig. 351). It is pulled 
into this inaccessible position bj' the phrenicocolic ligament. 



Fif ]ji — Pmidotu tt «hKh th« Igmp of ui tnnasu5Crpt>on bot Is Ibe 

left hrpochondnuin it m4> tertMtioMs dcISctilt I* f«el. for it bccons >helt«nd br 
the eostil nujvis. 

The ' signe de Dance' — a feeling of emptiness in the right iliac 
fossa — is not of much help. In saying this, I am in agreement ^^ith 
the majority of clinicians with whom I have worked. 

Examination under anaesthesia is adidsable in doubtful cases. 
With the addidonal muscular relaxation obtained by the ana»thesia 
the lump may be felt. 

Rectal Examination. — Left lateral position. If the lump is low 
enough in the colon, it will be felt. The apex of an intussusception 
feels exactly like a cer>ix uteri. Be careful to look at the examining 
finger after\>ards — a ‘red-currant jell}’’ exudate is pathognomonic. 
Ask to see the baby’s soiled napkin and scrutinize the discharge. 
If, as is probable, the stool is composed mainly of blood and mucus, 
look, in a good light, for evidences of bile. If bile is absent, Barnard 
considered it proof of an intussusception. 

Intuitiisi^iion Fratmdir^ /rom the ^raa. — differential 
diagnosis between prolapse of the rectum and intussusception may 
cause considerable confusion, for in both conditions there is a large 
rosette of inffamed mucosa presenting externally. The differential 
diagnosis should be simple if we really think about it. In rectal 

DUNUN FrmiLLl.ul«j Contrmporary SurtrOH, St Uary’t HapUal, Umdon. 

Bvnm Ilip?oiTTE FmcJi PkywtK. 

HlBOLB Leslie BaHxaBO. i86S-i9eS, Surfm Tht LatJan Hrtpaa 



COMMON ACUTE ABDOMINAL CONDITIONS 233 

prolapse the projecting mucosa will be felt continuous with the perianal 
skin, whereas in intussusception the finger passes ad infiniUnn into 
the depths of the sulcus (Fig. 352). 



3S^ — Thf ncul proUps« (a) icid cnrussu*' 

crfition protrudine fram the anua (fc) In tertal prabpae the projecting mueosi 
will be felt contmuoui with the penaiiel ikin, wheieea in Intussueccption the finger 
pneee g<i tnflmtvm into the dcpthe of (he 


Intussusception and Purpura.— In otderchiMren and adults purpura 
with intestinal symptoms may simulate intussusception ; indeed, an intus* 
susceptton may follow a submucosal hxmorrhage occurring m this condition. 
At first sight, especially in an artificial light, the multiple small hsmorrhages 
m the skm which characterize purpura are mistaken for fiea*bites. If the 
whole body is examined, larger nsmorrhages or bruises wilt be found, 
espeaally on the buttocks and (he lobules of the ears In doubtful cases 
the tourniquet test should be applied. 

The Tourniquet Test . — If a rubber catheter is tied fairly tightly around 
the arm of a patient suffering from purpura, petechial hemorrhages occur 
distal to the constricted area. The tourniquet should be left m position 
for three minutes, and the arm examined a minute after its removal 

INTERNAL HIEMORRHAGE 

Signs. — The classical signs of internal htemorrhage are; (i) 
Increasing pallor ; (2) Increasing pulse-rate ; (3) Restlessness , (4) 
Air hunger. Towards the closing stages, flashes of light before the 
eyes and attacks of blindness may be experienced, but the patient is 
usually conscious until the end. Each and all of these signs are 
unreliable. The classical picture presents so many anomalies that 
cnc suspects thsc ic h^s dcsaei from csbsen'sttons on tho dying. 

Increasing Pallor and Increasing Pulse-rate . — Pay particular 
attention to the increase. One can rarely diagnose early internal 
hiemorrhage on general signs by seeing the case once, but if it has 
been seen at intervals of half an hour, it may be possible to state 
definitely that the patient is paler than at a previous examination. 
The half-hourly pulse reading (p. 15) may be of signal service. On 
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other occasions the patient’s vasomotor system compensates for the 
gradual decrease in the total volume of blood until a point is reached 
when it suddenly gives out, as shown by a sudden great increase in 
the pulse-rate, with corresponding!)' grave outlook. 

Restlessness and air hunger are seldom present, even in a severe 
internal hsmorthage. 

Sometimes help in a difficult diagnosis can be derived from 
examining the conjunctiva and the finger-nails for blanching. WTien 
still in doubt an immediate htemoglobin estimation may prove 
helpful. 

ECTOPIC GESTATION 

The commonest form of internal hremorrhage arises in connection 
«ith ectopic pregnancy. Probably because the condition is common 
and has thus been fully obsened and worked out, the diagnosis is 
usually by no means difficult. 

Ectopic gestation terminates in ways; in each case it Is 
abrupt, and consequently the symptoms come on suddenly. The 
ovum may be aborted through the abdominal ostium of the Fallopian 
tube, or the tube may rupture. In the latter, which is the rarer, 
the bleeding into the peritoneal cavity is of a violent character, and 
produces signs of internal luemorrhage so severe and sudden that they 
approach the classical picture. In tubal abortion there are a series 
of smaller bleedings, each accompanied b) a recrudescence of pain, 
and often a feeling of faintness, which tend to pass off as the vaso- 
motor S)Stem adjusts the blood-pressure. Physical signs' will var)’ 
greatly according to the stage at which the paUenl Is examined. We 
will assume that the patient has had two or three attacks of pain, that 
the lower abdominal viscera are bathed In blood, but the general signs 
such as pallor and rapid pulse are not in evidence. 

The temperature may be normal, but quite often it is raised a 
little. 

Observe the abdomen. Slight distension is often in evidence. It 
IS due to meteorism, which comes on early when there is blood in the 
peritoneal cavity. The abdomen moves well with respiration. On 
palpation there is usually complete absence of rigidity, but deep 
tenderness in one or both hypogastric areas is invariably present. 
Cullen has noted a blue discoloration of the umbilicus in hremo- 
peritoneum. This is a most exceptional phenomenon, but may be 
looked for in passing. 
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Left shoulder-pain does not usually come on until the hemorrhage 
is considerable. On two occasions I have observed the patient 
complain of pain in the left shoulder after the foot of the bed had 
been raised on blocks. This fully substantiates the theorj’ that this 
pain is due to irritation of branches of the phrenic nerve on the under 
surface of the diaphragm by the blood. 

Shifting dullness should be sought (see Ftg. 343) If there is 
sufficient fluid blood in the peritoneal cavity the sign will be positive. 
Vaginal examination. There ts usually a loss of blood per 
vagmam ; this is sometimes darker and thicker than the normal 
menstrual flow ('prune juice blood’). The cervix feels softer than 
usual. All the fornices are lender, and this is of considerable 
importance, as in inflammatory conditions the tenderness is only 
posteriorly and laterally (Connell). 

Rectal examination Usually a tender suelUng is present m the 
pouch of Douglas 

The patient should be questioned as to the dates of her monthly 
periods. The history of a missed period is of the greatest possible 
signiflcance, but it is by no means always obtainable. 

If ‘ ruptured ectopic’, as it is called, 1$ doubtful, re-examine the 
patient in half an hour. 

ACUTE RETENTION OF URINE 
Distension of the Bladder. — The distended bladder can be seen 
in the subject illustrated m Fig. 353 as a rounded swelling arising out 



333 —Acute retention Bladder extending to the umbilicus 


of the pelvis. The full bladder, when it cannot be seen, may often 
be felt. One of the fe^v instances %vhen percussion applied to the 
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abdomen is reliable is in detennining the extent of distension of the 
bladder. This percussion should be carried out from abo^e doum- 
wards — that is, from the 
resonant area to the dull 
(Fig. 354 )- 

Cause of the Reten- 
tion. — HaWng determined 
that the bladder is dis- 
tended, seek the cause of 
the obstruction. The 
meatus should be ex- 
amined for atresia or a 
urethral discharge; the 
perineum observedforsigns 
of peri-urethral abscess. 
Palpation along the course 
of the urethra, particularly 
in the neighbourhood of 
the penoscrotal junction, 
may re\eal the induration 
of a stricture; occasionally 
an impacted urethral 
calculus can be felt. The prostate should next be palpated by rectal 
examination (p. 195). 

If the cause of the obstruction is not evident, the integritj- of 
the central nen’oui system is iniestigated by testing the tnee-jerls 
and the reaction of the pupils. 

The final elucidation of the cause of the obstruction sometimes 
necessitates refined methods of diagnosis, such as urethroscopy, with 
nhich t\e are not concerned here. 

For practical clinical purposes, allow me to recall to the reader’s 
memory the ‘ Seven Ages of Man ’ from As Von Like It. 

Jaqtu’. AU the world's a stapT, 

And all the men and women merely players ; 

They base their esits and their eotrancas; 

And one man m hn tune plays many parts. 

His acts being seten ages At first the infant. 

Menbng and puLmg in the nurse's arms 
And then the whming schoolboy, with hi$ satchel 
And shining morning face, creeping LLe snail 
Unwillingly to school And then the lover. 

Sighing like firmsce, with a woeful ballad 
Xlade to hitf mtsoess’ eyebrow TKtn a soldwt. 
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Full of strange oaths, and bearded lilce the pacd, 

Jealous in honour, s^den and quick m quarrel, 

Seeking (he bubble reputation 

Even in the cannon’s mouth. And then the justice. 

In fair round belly \iith good capon lin'd, 

With eyes severe, and be^ of formal cut, 

Full of Vkise saws and modem instances 
And so be plays hw part. The sixth age shifts 
Into the lean and slipper’d pantaloon, 

With spectacles on nose, and pouch on side ; 

His youthful hose, well sav’d, a world too wide 
For his shrunk shai^ , and bis big ujanly voice, 

Turning again toward childish treble, pipes 
And whistles in bis sound. Last scene of all, 

That ends this strange eventful history. 

Is second childishness, and mere oblivion — 

Sans teeth, sans eyes, sans taste, sans everything 

Apply these seven ages to the cause of acute retention : — 

1. “ The infant, mewling and puking in the nurse’s arms.” The 
cause of bis retention is undoubtedly either e.vtreme phimosis or 
atresia of the meatus. 

а. "The whining schoolboy uith his satchel” probably has a 
stone in his bladder. 

3. " The lover sighing like furnace ” is likely to be a case of 
retention following acute urethritis. 

4. " The soldier, full of strange oaths,” has almost certainly a 
urethral stricture. 

5. ” The justice, in fair round belly with good capon lin’d,” 
is highly probably a case of prostaiic enlargement. 

б. When “ the sixth age shifts into the Jean and slipper’d panta- 
loon,” a common cause of acute retention is cystitis complicated by 
ropy mucus. 

7. And the last age ” that ends this strange eventful history ” is 
atony of his bladder. 

This dismisses the common causes of acute retention in the male. 

In the female, acute retention is comparatively uncommon, the 
three most usual causes being a retroverted gravid uterus, disseminated 
sclerosis, and hysteria. Therefore, when confronted with a female 
with acute retention of urine, palpate the uterus bimanually, and 
examine the central nervous system thoroughly. 



CHAPTER XXIII 

ABDOMINAL AND PELVIC INJURIES 
RUPTURED BLADDER 

Thf prelude to the examination of an injur)' of the trunk should be 
an inquirj* whether the patient has passed urine since the accident. 
For obnous reasons the importance of this rule reaches its zenith in 
injuries to the pelvis. 

Surgeons agree in saying that, except in utter smashes and perforo' 
tion by fragments of bone, no rupture is possible unless the bladder is 
full (Houel). Rupture of the bladder may be intraperitoneal, extra- 
peritoneal, or both. 

Intraperitoneal Rupture. — ^There may be no physical signs 
until genera] peritonitis superx'enes. So it comes about that no 
examination of a patient uho has had an injur)- to the trunk is com> 
plete until one has observed that urine has been voided, or until 
a sterile catheter has been passed uith u-ithdraual of a quantit)' of 
normal urine consistent with the histot)'. If, after the passage of 
a catheter, doubt as to the integrit)' of the bladder exists, the intro* 
duction of a measured quantity of sterile saline solution into the 
bladder, with the patient tn Fouler’s position (to pre\ent dissemina* 
tion to the upper abdomen if a tear exists), should be undertaien, 
whenever possible in the operating theatre. 

Extraperitoneal Rupture. — The signs are identical u-ith those 
of intrapelvic rupture of the urethra (rre p. 247). 

TRAUMATIC RUPTURE OF THE NORMAL SPLEEN 

Cases of rupture of the spleen are dirided conveniently into 
three groups : (i) The patient rapidly succumbs, never rallj'ing from 
the initial shock ; (2) Initial shock — recover)" from shock — signs of 
ruptured spleen ; (3) The signs of an intra-abdominal disaster are 
delayed. 

I. Rapid Succumbing of Patients — .A comparati%ely rare result. 
Complete avulsion of the spleen from its pedicle is the t)'pe of accident 
which is most likely to give rise to the symptoms characterizing 
this group. 
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2. Shock— Signs of Rupture.— nHS is by far tlic fargest group 
—more than thrcc^quartcm of all cases belong to it. After the 
initial shock has passed off, there arc signs uhich point to an 
alidnmmal disaster It is not always possible to state precisely which 
organ is damaged, but in the majority of instances the physical signs 
point clearly to the spleen as the site of the injury. 

Sfovs are those of internal h.tmorrhage. The half- 
hourly pulse reading may be of \-3iue. Attention has been dircacd 
already to the unreliability of the general signs of interna! luxmorrhage 
(p 233); the local signs of a ruptured spleen therefore become 
increasingly important. 



t't ]1| —I'.eUnr.*. .i/n (mrsuttj .^Vn>> l>uriVM In t«Oi flvWt. 
tml (Jkr sn <Iun«vw patmn 

IA>CAI. StRNS.— 

.-lf>./(7ifjj»i.i/ rii^iiily IS variable, but it is present in more than half 
the iota! cases. It i» often mmt pnintninccd over the left upper 
aWomrn. 

l^al i« found »en cwisianlh m the same region 

Sfii/li’ng dulhfii in the fttnki is present fairly regular!). It was 
dcmimstrahie in six out of eight cases sshich I had the opportunity 
of examining personally /faf/aner'i ngu 355) i< uni to lie 

pathognomonic of splenic rupture . there is a stull note in both danks, 
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but on the right side it can be made to shift, whereas on the left it 
IS constant. The interpretation of the sign is that there is blood in 
the peritoneal canty, but the blood in the neighbourhood of- the 
lacerated spleen has coagulated. There are many references to this 
sign in the literature, but the consensus of opinion appears to be that 
it is present so rarely that it is almost t'alueless. 

Abdominal distension bepns to appear about three or four hours 
after the accident, and is due, probably, to parahtic ileus. 


, jiiA— - I 

Fit 3S«— Kehr*i tien. Often pein a Fit JSJ —Tbe point 

referred tu tbe phreme nene (o tj»e left Siejw»‘f ncit 

(houider «tien Wood o n rantaet «nb the 
under nuface of the duphnftm. The u;n 

u of eapesul iipniSeanre after ebdenuial Referred pOtn tO the left 

accHfens, end ibould be inquired for end the , , , ' rm 

teat for hepetwtheia applied. shouldeT (Ftg. 356). There may 

be h\-penesthesia in this area 
(Kehr's sign). This is a most valuable sign and it should always 
be looked for in cases of abdominal injuty. 

Saegesser's Sign. Deep finger-point pressure is made between 
the stemomastoid and the scalenus medius on the left side. This, 
Saegesser calls the splenic point {Fig, 357) and in cases of ruptured 
spleen the pressure causes Ylolent pain, even in cases of intracapsular 
hemorrhage. 

3. The Delayed Type of Case. — ^To quote an example which 
tj'pifies this group: A navvy, age 40, was hit in Ae upper 
abdomen by a pole. He fainted, but soon recovered sufficiently to 
walk to hospital, where he was examined and told to report the ne.xt 
day. On the morrow he felt better, and staj-ed at home. Five days 
later he was brought in with well-marked signs of internal haemor- 
rhage, having collapsed at home a few hours before a dmi ssion. 
Recover)- followed splenectomy. 
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Delay of serious bleeding may be explained in three ivays : (i) The 
great omentum, performing its well-knovsn constabulary duties, shuts off 
that portion of the gcneri pcritcmeal entity in the immediate vicinity of 
the spleen ; (2) A bloody coagulum temporarily seals the rent ; (3) A sub- 
capsular hematoma forms, and later bursts. It is probable that each of 
these three factors, at one time or another, tcmporaril)’ arrests serious 
hemorrhage. 

Ruptured Liver and a Tear of tbc Mesentery also give rise to 
internal lismorrhagc, hut the exact source of the hsmorrhage is 
uncertain until the abdomen has been opened. 

Injury to the Pancreas is very dilHcuU to diagnose. A pseudo- 
pancreatic cyst (a large collection of fluid in the lesser sac) may be 
the first intimation that the pancreas has licen injured. {See p. 173.) 

RUPTURED INTESTINE 

In traumatic ruptured intestine, before the onset of general peri- 
tonitis, the rigidity is like that of an early perforated gastric ulcer. 

Pointing Test.— 'ITierc is 
one sign of great value in 
ruptured intestine, and th.it 
is the pointing test. Ask the 
patient to point with one 
finger to where the pam is 
most acute. In tuo cases 
under my observation the 
patient has located accurately 
the site of the perforation. 

In the first case the patient 
pointed to the left iliac fossa 
At operation a perforation of 
the ileum uas found under 
the place where the patient 
had pointed. In the second 
case the patient pointed to 
the left hy'pochondrium, 
and when the abdomen tvas 
opened a rupture of the 
jejunum near the duodeno- 
jejunal flexure was demonstrated. The pointing test, used in con- 
junction with Ntonks’ method of intestinal localization {Fig. 358), is 
of signal value. 

16 
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SUfting Dullness should be tried, but usually in an early case it 
is absent until general peritonitis is present unmistakably. 

The Sign of Transmitted Sound. — ^The heart and respiratory 
sounds can be heard u-ith a stethoscope all over the abdomen as 
clearly as they can be heard over the chest. The transmission of 
sound is due to the presence of peritonea! exudate (C!a) brook). 

INJURIES TO THE KIDNEYS 

The absence of superficial bruising counts for nothing; it is 
present in only a small proportion of cases. The same may be said 
of the classical ‘swelling in the loin’ 
when the posterior aspect of the patient 
is inspected. Of greater general utilitt', as 
an early sign, is a flattening of the normal 
contour on the affected side when riewed 
from the front, protided the patient is 
spare (Fig. 559). A dullness of the per- 
cussion note lateral to the outer border 
of the rectus, as compared \>ith the 
opposite side, is often a sign of t'alue, 
whilst rigidiD' of the anterior abdominal 
%vall on the affected side is present con- 
stantly in cases of ruptured kidney. 

If, after the initial examination, it is 
decided that no immediate operation is 
necessary, put the patient at rest betiveen sandbags, and, in even 
moderately severe cases, arrange to have the pulse taken every 
half-hour. • 

Hxmaturia, — This cardinal sign of damaged kidney maj not 
make its first appearance until some hours after the accident. In 
quite a large proportion of cases the urine voided soon after the 
accident is clear. The second sample, hQ\\e\-er, shows blood and 
unne intimately mixed. 

In all cases the urine should be saved and placed in glasses 
hean/ig a label indicatiag the time of voiding (Fig. 560). If is then 
possible to compare one sample of urine with a later specimen, and 
thus to esUmate whether the external bleeding is progressive or 
not. In comparing two samples — especially in an artificial light 
— it is helpful to dip a strip of white blotting-paper into each 
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specimen after stirring. For purposes of comparison, the concentra- 
tion of blood in the urine is seen more readily in the absorbent 
paper. The presence of clots in one sample uould, of course, vitiate 
the result. 

Exceptionally, the htematuria is not noticed for some days ; 
this, however, occurs after slight injuries, and it is highly probable 
that the blood escapes notice in the earlier stages 



Fv tQ the k>dncy The unn* le leeed, end pieced in gleeeee Ubelled 

mtb the time of paating In >hu way one lemple of un»e nay bt compered MCb i leter 
epecimcn, end en estimetion <ao be formed ea to vhethcr the ble^rng xt ptopreseive or not 


Clot Colic. — Two different cfimcat conditions are included 
under^lhis heading ; — 

1. UreteTic colic is not very common, and when seen usually 
occurs vjvthwv forty-eight hours of the accidervt The passage of 
clots down the ureter gives rise to pain radiating from the loin 
to the groin 

2. Bladder colic is a much more frequent complication. It 
ocairs generally between the third and fifth days The pain is 
considerable, and referred to riic glans penis. 
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Severe Delayed Hsematuria . — A sudden profuse hematuria may 
occur (usually between the third and the fifth day) in a patient 
^^ho appeared to be progressing ’favourably up to that time. 
The determining factor is probably some mo^ement on the part 
of the patient nhich dislodges a clot into the renal pelvis. Under 
the title of hamaiurie tardire, Tuffier describes the passage of 
large quantities of dark, altered blood occurring several days after 
the accident. 

Residual Hamaturia maj' be the cause of some anrietj- after 
nephrectomy has been performed for ruptured kidney. In spite of 
the fact that a damaged kidney has been removed, blood-stained 
urine continues to be passed. In such instances one might well 
wonder whether the remaining kidney is injured also. The explana- 
tion is that urine becomes stained by washing over clots that are 
present in the bladder. Doubtless this is the explanation of many 
cases of prolonged harmaturia folIov\nng renal injury'- 

Meteorism. — In many’ cases of sex’cre renal injury' abdominal 
distension is seen, and may give rise to difficulty in precise diagnosis. 
De Quervain suggested that abdominal distension, follorving a renal 
injury, was due to interference with the blood-supply of that portion 
of the colon overlying the kidney. 

Perinephric Haematoma is frequently encountered in cases of 
renal injury. The hsmatoma sometimes causes a bulging in the loin, 
but this is somewhat exceptional; more often it tracks retroperi- 
toneally to the iliac fossa. 

It is stated that the hxmatoma may follow the course of the spermauc 
vessels, and after a few days ecchyrooscs appear I’n the skin of the scrotum 
and around the external abdominal ring. Concerning this phenomenon, 
Sir Henry Jfom's pointed out that most of the cases in which it had been 
observed were complicated by a fractured pelris. Not unnaturally, there- 
fore, some scepticism exists as to the relationship of the perinephric hsematoma 
and this remote bruising. 


FRACTURE OF THE PELVIS 

When a fracture is present transverse compression of the pelris 
(fig. 361) will produce acute pain. The genitocrural fold is 
explored by following the bony margin of the obturator foramen 
(fig. 362). 
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A rectal examination may 
yield valuable information, par- 
ticularly in cases of fracture of 

Fig 363 ^Exutunmg for a fracture 

the cocepi. Fig. 363 shows the 
technique of examining for this 
fracture. 

RUPTURE OF THE BULBOUS URETHRA 
Fig. 364 shows a patient who had sustained a complete rupture 
of the bulbous urethra three hours before the photograph was taken. 
There is a swelling in the perineum which is obxHously a hajmatoma. 



Fig 364. — Buptutc of the bulbous urvihrs thrve hours ifter a bll sstnde on 
to a beam 'Hie hxmscama in the pcrtneuia u plainly ttsible. Blood is trickling 
out of the meatus. At operation (he urethn eras found completely divided. 


The meatus is examined, and shows a few drops of blood escaping 
therefrom. The bladder is percussed, and is found to be moderately 
distended, for, in order to prevent extravasation (see p. 253), the' 
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patient, before being sent to hospital, was rightly warned not even 
to try to pass urine. 

Rupture of the bulbous urethra almost always results from falls 
astride, and is the more common rupture of the urethra. 


INTRAPELVIC RUPTURE OF THE URETHRA 

Usually signs of fractured pehns are evident. The patient has 
not passed urine since the accident, and the escape of blood via the 
meatus js a common occurrence On examining the abdomen a 
swelling may be felt in the hypo- 
gastrium. Extravasation into the 
pelvic fascia occurs early, and, 
curiously, it usually proceeds 
more on one side than the other 
(Fig 365). I have noticed this 
on three occasions. Unless the 
rounded dome of the bladder 
can be palpated distinctly from 
the rest of the stveliing (the 
extravasation), it is impossible, 
by clinical methods, to make 
a differential diagnosis betiveen 
extraperitoneal rupture of the 
bladder and intrapelvic rupture of the urethra. In intrapelvic 
rupture of the urethra there is no perineal swelling, but ecchymoses 
may be present. 

It cannot be emphasized too strongly that when, by a clinical 
examination, a ruptured urethra or bladder is suspected, further 
investigation, such as attempting to pass a catheter, should, whenever 
possible, be carried out in the operating theatre, where sterility 
can be ensured and adequate operative treatment can follow immedi- 
ately in necessary cases. 
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CHAPTER XXIV 

SOME RARER ACUTE ABDOMINAL CONDITIONS 
ACUTE PANCREATmS 

The following signs should be noted: (i) FTcquently the sulqects 
of this catastrophe are obese ; (2) The pain is severe, and passes to 
the back ; (3) Cyanosis may be presmt, particularly about the face. On 
palpating the abdomen, the absence of general rigidity is a sign of 
considerable importance. As with every dogmatic statement in 
medidne, there are exceptions, but in most of the cases of acute 
pancreatitis which I hate had the opportunity of examining, the 
comparative absence of general rigidit)' has been a notable feature. 
^^^len acute pancreatitis is suspected the left costovertebral angle 
should be palpated. Tenderness here, due to inflammation of the 
tail of the pancreas, has been noted by several obsen ers. 

The Mydriatic Test. — In order to get reliable results, the tech- 
nique laid down by Otto Loewi must be carried out. Examine 



Fii 36$ — The in>dnatic len. • pwitire racoon (Photognph (al>en 
twenty hoius efler en cpperatum foe «cute pancraotu.) 


the pupils; into one conjunctival sac instil 4 drops of fresh i— 1000 
adrenaline solution ; wait five minutes ; then instil another 4 drops, 
and wait ba\f an hour. AdrenaVme, of course, has no effect upon the 
pupil of a healthy subject, but in acute pancreatitis one often gets 
a positive reaction, namely, dilatation of the pupil (Fig. 366). The 
dilatation is not infrequently slightly eccentric, and often conspicu- 
ously oval in form. A negathe result implies nothing, but a positive 


Otto Loe«1, Conti 
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result In an acute abdominal case is highly suggestive of acute 
pancreatitis. In ii cases of acute pancreatitis under my care this 
test has been tried in 8 : of these, tfie test was positive in 6, negative 
m I, and unreliable in r because the patient had had an iridectomy 
performed The mydriatic test had been positive or doubtful in 
two or three cases which were not acute pancreatitis, notably on one 
occasion in acute pulmonary cedema. 

Local Discoloration of the Slcin. — 

In the Lotn {Ftg. 367). — The patches have the appearance of the skin 
in late extravasation of urine. It js seen only in cases of some two or three 



Fit 367 — rhoMfnpti of t eit« of *<ut« psncrauicu, chowine ih« trtt ol diKolonrioR 
<Gt*v TUmsf ) (8y permiuion from rAe ' £nn<A Jrmxnel e/ Jurjfry ' ) 


days' standing Clearly the condition is due to the direct action of the 
pancreatic juice which escapes via the retropentoneal tissues and passes 
by the most direct route to the surface (Grey Turner ) 

At the Umbilicus — A yellow discoloration for i^in around the 
umbilicus vias seen in a case of acute pancreatitis by L. B Johnston 

ACUTE COLONIC DIVERTICULITIS 
The patient is rarely under 35. Generally the pelvic colon is 
affected, and physical signs resemble, in some respects, those of 
left-sided appendicitis. When this condition is suspected, lay the 
hand over the cxcum and exert gentle, hut increasing, pressure so 
as to force gas from the right-hand side into the left-hand side of 
the large intestine. Pressure on the right causing pain on the left 
may prove a significant feafure. In 30 per cent of cases a lump is 
present in the left iliac fossa, but it .may -be difficult to feel because 
of overlying rigidity or excessive fat. Bimanual palpation with the 


G CntY TVKXEB, Conlfm^paraor ProftHOr •/ Surfrry, Paa-Gradmlf .\r«Iicaf Stkool, London. 
LtOYD B JOHVXTOV, Contemtiorary Sortrm. Goad Somarttom Siotintal, CiKtn’tal’, Ohio. 
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right index finger in the rectum and the left hand over the left iliac 
fossa {see Fig. 277, p. iSo) sometimes proves helpful. If the peri- 
tonitis spreads, diagnosis becomes increasingly difficult. 

TWISTED OVARIAN CYST 

A very sudden onset of abdominal pain, foUoned by attacks of 
lower abdominal pain of a colicl^' nature recurring at frequent inter- 
vals, together with repeated xomiting, is the usual history. If a lump 
is present {Fig. j6S), the diagnosis is 
tolerably simple. Overljing rigiditj’ 
tends to mask the lump, which, if small, 
is situated entirely vrithin the pelvis. 

Before examining the patient bi- 
manually, either per ^•ag^nam or per 
rectum according to dreumsrsnees, 
always ha\e the bladder emptied by a 
Fir- afis.— sigTu ia » c»*< of cathctcf. 

nruted orafun cyw. 

RUPTURED LUTEIN CYST 

The patient is an unmirried, or recently married, woman. Tirticu- 
larly when right-sided,' a 'ruptured lutein e^'se is 'extremely dtfficult to 
differentiate from appendicitis. Unlike the latter, the pain eommeneet in 
the iliac fossa. In exceptional cases intraperitoneal hxmorThage U con- 
siderable, and the signs simulate those of a tubal abortion (p. 234), 

PNEUMOCOCCAL PERirONIDS 

Pneumococcal pentonitis may occur primarily or as a compli- 
c:aTion of pneumonia. The signs closely resemble acute appendicitis 
with pelvic peritonitis, the only distinguishing features being: — 

1. The tj-pe of individual. Usually a poorly nourished female 
child. 

2. Rigidity is less marked than in appendicitis of corresponding 
severit}' — as judged by pulse, temperature, and*general appearance 
of the patient. 

3. Considerable meteorism is often an early feature. 

MESENTERIC E.MBOUSM 

The symptoms are those of intestinal obstruction. In three cases 
I have examined, a somewhat ill-defined soft lump could be felt which 
reacted to the law of gravity when the patient was placed on her 
side. This lump was shown bv* laparotomv to be congested edematous 
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coils of intestine. Blood is passed per rectum in a fe%v instances. Mesen- 
leric embolus should be suspected when a patient with intestinal obstruction 
is known to have heart disease 

PYLEPHLEBmS (PORTAL PYEMIA) 

In the early stages pylephlebitis is difficult to differentiate from sub- 
diaphragmatic abscess (see p. 116). Both lesions arise as a complication 
of inflammatory conditions of organs, notably the appendix, which drain 
their venous blood into the portal system, and both give nse to a swinging 
temperature. 

In pylephlebitis the patient soon develops a slightly jaundiced tinge. 
If the liver is examined it will be found to be enlarged and often tender. 
When there is no known focu^of infection the rectum should be examined 
for inflamed hsemorrhoids. 

SUPPURATING DEEP ILIAC GLANDS 
Suppurating deep iliac glands are a diagnostic Waterloo to 
many. Psoas spasm is often in evidence; the thigh is flexed (Fig. 
369). This, combined with pain and tenderness m the right iliac 



Fig 369— A cut «{ auppumms ae«t> iliac (Undt I'hot&ffnph lalien in tha 
operttine theatre juit prior to ansathelinna the patient The amount ot fltxiori 
o? (he hip 0 not exaggtftui 


fossa, often leads to a diagnosis of appendicitis, whilst on either side 
purulent arthritis of the hip or osteomyelitis of the upper end of the 
femur may be suspected. The superficial inguinal glands may be 
enlarged, but this is not essential. Hip-joint disease can be elimin- 
ated by careful examination, the ‘anvil test’ (p. 246) being particularly 
useful in this instance. Deep pressure over the upper end of the 
femur does not cause pain. On abdominal examination a fullness 
may be seen above Poupart’s ligament, or (more often) a tender lump 
will be felt in this situation, tending to be rather nearer the anterior 
superior iliac spine than to the pubic spme. On the right side, the 
differential diagnosis from appendix abscess can be extremely diffi- 
cult. The lower limb should be scrutinized for a focus of infection. 
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TORSION OF THE TESTIS 
If a boy or joung man complains of sudden intense pain jn the 
inguinal region and vomit s, and upon e xamination the testis on that 
side is found to be incompletely descended, the possibilitj- of torsion 
of the testis should always be con sidered . Ne^ ertheless, this condi- 
tion is almost impossible to distingu ish bt ph>'sical methods from 
a strangulated inguinal hernia. There is_no reliable sign by which 
the diagnosis of torsion of an incompletely descended testis can be 
made e^•en highly probable, though early redness and cedema of the 
scrotum is said to fat oiTr torsion. 

Torsion of the completely descended testis is usually a much simpler 
problem. The testis'iS'enlarged and tender. Usually a secondary 
hiematocele or hydroceleis Resent. The cord is found to be thickened, 
and on one occ^on I could 



Ft$ 370. — EspUtutjon of Fie 37 « — Tonioo of the usom erf tirait 7 -four 

how e itrtnguUied bemie boun* dimooo m 1 bof ege 14. Tbe mflemed 

mMj ciuse tesQcular eymptome eciftcl> lender nghl tenzs lAd ecroTuzn simulate 

by preeeure on tbe coni. ectiie epidtdytno-orcfajtzs exectly 


Even the signs of torsion of a completely descended testis are 
mimicked by a strangulated inguinal hernia when the sac is 
small, very tense, and situated in the upper part of the inguinal 
canal. This brings about compression of the veins of the spermatic 
cord and snelfing and tenderness of the testis result (Fig. 370). 

Differential diagnosis beitceen torsion of a fully descended testis 
and epididymo-orchitis. — ^These two conditions simulate each other 
very’ closely. In both there is usually redness of the scrotum {Fig. 
371), and even in cases of torsion there is often a moderate rise of 
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temperature. Elevation and support of tire scrotum by a bandage 
for an hour will relieve the pain in epididymo-orchitis, but will not 
relieve it, or will make it worse, in torsion (D. T. Prehn). 

Torsion of the Appendage of the Testis. — The appendage to 
undergo axial rotation is usually the pedunculated hydatid. The 
signs simulate exactly those of mild acute epididymo-orchitis. If 
the patient is a boy, particularly between the ages of 10 and 14, and 
the signs point to acute epididymo-orchitts of unknown origin, if 
mumps can be excluded and an examination of the urine is negative, 
suspect that torsion of an appendage of the testis has occurred. In 
both torsion of the testis and torsion of the appendage of the testis 
slight pyrexia (99“ F.) is usual. 

EXTRAVASATION OF URINE 
Subcutaneous Extravasation of Urine may follow a complete 
tupture of the bulbous urethra or acute retention complicating a 
peri-urethra! abscess. 





rie. 372 SubmtMfecmu CKtrsv^^uton of unne 
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The evlravasated urine cannot pass: (i) Behind the middle 
perineal point, because of the fusion of Colies’s fascia with the 
anterior layer of the triangular ligament ; (2) Into the thighs, for 
Scarpa’s fascia blends with the fascia' lata just distal to Poupart’s 
ligament ; (3) Into the inguinal canal, because of the intercolumnar 
fibres and fascia of the external oblique. 

Jt therefore must pass: (i) Into the 
scrotum ; (2) Into the subcutaneous tissues 
of the penis ; (3) Up the abdominal wall in 
the subcutaneous planes {Fig. 372)- 

In extravasation a black patch on the 
glans penis is a harbinger of death (Sir 
Benjamin Brodie). 

Superficial extravasation may be simu- 
lated \er)’ close!)' by anasarca complicating 
a falling heart {Fig. 373). The differential 
diagnosis can be made readily by examining 
the ankles. In anasarca the legs will be 
found to be swollen, and pitting on pressure 
can be demonstrated. 

Deep Extravasation of Urine usually 
takes place Into planes of pelvic fascia. It 
occurs in intrapelvic rupture of the urethra 
and extraperitoneal rupture or perforation 
of the bladder. The extrarasated unne 
gites rise to a swelling which is difficult to distinguish from a 
full bladder, but, unlike the latter, the swelling is not alwajs 
rounded. 

SOME ACUTE POST-OPERAXmE ABDOMINAL CONDITIONS 
ACUTE DILATATION OF THE STO.XIACH 
Acute dilatation of the stomach comes on veiy suddenly, some- 
times after operations, particularh upper abdominal operations, but 
sometimes after no operanon at all; for instance, on t%io occasions 
I ha^e seen the condition arise as a complication of fracture of the 
femur. Tj’pically the patient x-omits — usually a verj lai^e amount— 
and soon exhibits signs of shock. He continues to vomit enormous 
quantities; one wonders where it has all come from. The 
character of the vomit should bring the condition to mind at 

A^ULUI Colls, 1773-XS43, Syrgecir, St Suphrm't DuUjn. 

ANTOXIO Scuva. 1747 -iSji, AlUlomal mj Surgrmt, Vtntct 
Sis BcaLMCi BSODIE, I783-IS6:, Suttnn, Su GtetfCt 
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once. The very large quanti^' of ^ ^brownish-black fluid , which 
may be likened to the s torm water of a peat-laden s tream, is 
pathognomonic. If some of th e vomit after stirring is placed in 
a tes Ntithe and held in a strong light { Fig. 374), one can see the 



rnlniir and the myriads of small particles s^pend^ 

jji the fluid. 

On observing the upper abdomen a s light fullness may be seen 
in the h ypochondri a. A characteristic sign is the obliteration of 
that normal slight concavity immediately beneath the costal margin 
{Fig. 37S), but in obese subjet-ts this is di fficult, lo as sess, if not 
entirely unrelhble. 
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Occasionally if the abdomen is examined a djiated jtomach can 
be made out, but as the greater cun'e'oPthe stomach may be so 
low as to be hidden in the pehis (a post- 
mortem obsetYation), usually a general fullness 



Fig 37i — Obblmiioa of II 
the m&tal ts s»c in 50 i 

of tfin stomach 


is all that can be seen. In any case this is 
^ not the time to palpate and percuss. If acute 

dilatation of the stomach is even suspected a small gastric aspiration 
tube should be passed, preferably through thejiose, and the contents 
of the stomach aspirated. 


PARALYTIC ILEUS 

A certain amount of distension and flatulence are only too 
frequent after abdominal operations. These sjTnptoms are due to 
what may be termed intestinal paresis. Paraljiic ileus can be looked 
upon as a much more seri6us~and widespread inhibition of t he pe ri- 
staltic wave. On inspec'don the abdom en is obviously distende d. It 
is ^jyoipankicr-and in the more 8e\'ere forms one notices, as in the 
ca« of acute diiatafion "of the stomach, that the normal slight 
concavity below the costal inar^n is co nverted in to a convexiQ ^, 
which indicates that the jejunum is d istended also . 

On applying a stethoscope^ over the abdomen no sound is heard. 
This is helpful in differentiating the condition from m echanica l 
obstruction, but at times to d istinguish these Wo condition s is well- 
nigh impossible j indeed, both may be present. 

POST-OPERATIVE PERITONITIS 
The salient signs of peritonitis are often lacking. For instance, disten- 
sion is not a notahfe feature : there is usually -■.Qine ti-nffpmegg , but it is 
difficult to assess how much of this is due to the laparotomy wound ; eten 
pain is sometimes absent. Vomiting, if present, is of the small * m o uthfu l ’ 
variety. " 

A steadily increasing pulse-rate and perhaps an undue shaipness of 
the iDtelfect with some excitabilit y arc signs which gi\-e an a stute clinician 
a lead in this now fortunately uncommon, but 'erj^Ja^ catastmphe. 
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CHAPTER XXV 

THE HIP-JOINT AND ITS ENVIRONS 
EXAMINATION OF THE HIP-JOINT 

Galt. — If the patient is able to walk, watch his gait. Take note 
of a Hmp. 

Preparation of the Patient for the Esamination. — Except for a 
shirt, all clothing must be removed. In the case of a female, a nurse 
sees that the necessary clothing is removed, and the patient is provided 
with a pair of bathing triangles to wear during the examination. 

Mensuration is the first step in the examination. It is neces- 
sary to compare the length and girth of the affected limb with its 
fellow. In the case of length, real shortening is what we want to know. 
Apparent shortening (measured from the umbilicus) causes much 
confusion. It is of academic interest, but of no clinical importance. 
Disregard it. The possibilities of error in carrying out necessary 
measurements are considerable ; many of them can be eliminated by 
careful technique, So great is the percentage of inaccuracies in the 
measurement of length by Method I that Method 11 is recommended 
in every case where the patient is not confined to bed. 

Length. — 

Method I . — Find the tip of the medial maUeolus on each side, 
and mark the point with a blue skin pencil. Define the anterior 
superior spine on both sides ; an error in measurement frequently 
occurs because an identical pwnt on the anterior superior spine is not 
chosen on each side. With one finger palpate Poupart's ligament, 
and follow this up until the first bony point is reached. If this is 
done on each side and the first bony part is marked, error from this 
cause is avoided. Measure the distance (from the anterior superior 
iliac spine to the tip of the medial malleolus) on each side {Fig. 376). 
Record the measurement of each limb. 

In watching relays of students carry out this measurement I have 
observed that differences in the lengths ot the hmbs are found where none 
exist. This is always due to one of two errors — the first is the fallacy in 
locating the anterior superior spine (which is guarded against by the above 
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technique) ; the second is altainrog the tape measure to get hitched up on 
the patella of one side. It should lie eseiily along the inner border of the 
patella. 



Fti 376 — ^Tc 3 Suno^ the 1 «ceUi of th£ lunb Thg<listincg b ^ t o ge n the >ntgnor mpentw 
Qiac spine md the tip of the meditl malleolufi u meesuxed on etch side. 


i^/e//iorf //. — Build blocks (or books) under the short limb to 
such a height as to make the pelvis absolutely level {Fig. 377). By- 
measuring the height of the support the amount of real shortening is 



f'i' 377— ^^teeeunn? the tmounl of sboitcxuns by insertme blocks under tbe short 
hmb IS sscfr c iKsgiH £S o oute tbe pelm level {eUor !"•»£/}. 


ascertained with an accuracy unobtainable by any other method. If 
the patient is not confined to bed, this is undoubtedly the method 
which should be employed. 
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Girth. — Minor degrees of wasting can be revealed by measuring 
and comparing the girth of the thigh and leg on each side, 

a. From the anterior superior iliac spine, measure off a convenient 
distance down the thigh. Mark this point. Measure off the same on 
the other thigh,- and mark it. At the points marked, measure the 
girth of the thighs {Fig. 378). 

b. From the superior border of the patella, mark off identical 
points down each leg, and measure the girth of the calves. A possible 
source of error here is voluntary contraction of one quadriceps and 
consequent pulling up of the patella on that side. See that the 
quadriceps is relaxed as the measurement is taken. 



Fij. 378 ^Meniuntion for wtnmc Both ihi^h* ind both c>1v«> ir* meuur«d tt 
exictly corretpondmt pointt U m «a<i«r to *void uiaccuntira du« to puUint on tht Utps 
if 1 oicul tap«-(n«aiuie i* u>*d 


Methods of Determining Shortening m the Head or Neck 
OF THE Femitr. — If there is shortening of the leg, determine whether 
all or part of this shortening lies above the intertrochanteric line — 
that is to say, if this shortening is due to a deficiency in the head 
and/or neck of the femur. 

There are several methods of obtaining this information. They 
are all based on the relative positionS'of three anatomical points, viz. : 
the anterior superior iliac spuie» the tip of the great trochanter, and the 
centre of the tuber ischii {Fig. 379). 

Schoemaker's Method . — This is very simple, and clinically accurate. 
It consists in prolonging a fine joining the anterior superior spine with the 
lip of the great trochanter on to the abdomen This prolonged line normally 
meets the median plane at the level of the umbilicus, or above it. If the 
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trochanter on one side is raised, the line inter^ecu the median plane belou 
the umbilicus. 

Nelaton's Lire . — ^The patient lies on his side, ^-ith his hip semiflexed, 
and a line is dra^\■n from the anterior superior iliac spine to the tuber ischil. 
This line normally passes across the tip of the gre^t trochanter. If there is 
shortening in the head or neck of the femur, the tip of the trochanter will 
lie above this line. The tuber ischii is difhcult of precise dehnition * more- 
over, this structure has quite considerable dimensions. The point of its 
greatest convexity should be chosen. Even so, this method is open to the 
objection of inaccuracy. 
^Co account should be 
t^cn of elevations of the 
trochanter up to half an 
•hch. 

Br^ anl's Triangle . — 
This method is more accu- 
rate than the foregoing, 
hut as a triangle has to be 
erected on each side, it is 
time consuming. The 
P-ttient lies in the dorsal 
Position. The anterior 
superior iliac spine U 
defined, and a plumb line 
is drawn tovvanu the floor 
from this point. This ^8 
the base line of the tri- 
angle. Xc.xt, a line is 
d>a\Tn from the anterior 
superior spine to the tip 
of the great trochanter. 
The triangle is then com- 
pleted by connecting the tip of the great trochanter to the base Ime by the 
shortest route, forming the horizontal side of the triangle. This horizontal 
Ime is measured on both sides, and if a difference exists, the amount of 
shortening can be determined by subtraction. 



Ft! ]79 —The relansnship «f the •nienor eupenor Oiec 
me, the tuber uehu, end (he (ip of the fml nochenler u the 
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Alan Todd says : No orthopedic surgeon draws Bryant’s triangle. 
It suffices to kneel facing the patient, and pijt the thumbs on his 
anterior superior iliac spines, the middle fingers on the tips of the 
great trochanters and the ring and little fingers behind the great 
trochanters. Slight differences in the height pf the trochanters are 
detected easily in this rapid way (see Fig. 377). 

Testing the Movements of, the Hlp-joiiiL — Before testing the 
movements of the hip-joint, it is necessary to try for Thomas’s sign, 
and we must clearly understand the significance of this sign. 


ACGUSTt Nelaton, 1807-1S73. Pnfattr «/ Sur^rj, C'mwraO’ P^ru 
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Hugh Owen Thomas's Sign . — -Flexion of the hip-joint can be 
compensated by lordosis. As one looks at the patient lying down in 
Fig. 380, one would not dream that the- hip is flexed, for the whole leg 
lies flat upon the couch. The sign is really to see if the examiner is 



Flit 380, 381 — Hujb Owen Tbo>ra»s Byn No*e the result of flesing 
the normal 


being ‘ foxed ’ by the patient’s posture. Hugh Owen Thomas’s sign 
reveals the true position of the htnb. 

Pass the hand (palm uppermost) under the lumbar spine, and 
with the other hand flex the sotmd hip. Flex the sound hip until 
the lumbar vertebrse can be felt hard against the hand. This 
means that alt the lordosis has been corrected. Observe the affected 
limb. If flexion is present, estimate and record the angle thereof 
{Fig. 3Sr) 
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The movements may now be tested as follo\^-s : — 

1. Rotation . — Lay the flat of the hand upon the thigh, and rock 
the leg {Fig. 382). This is a delicate test, and can be carried out with 



Fig jSj — RotalioD *< tbe tup-}wm. Method II. 


the utmost gentleness. That is why «e do it first. If such a refined 
manipulation brings on pain (e.g., in acute' arthritis), it is e\ident that 
the programme must be modified. If there is doubt as to the erist- 
ance of limitation of movement, refer to the sound side. 
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Rotation at the hip can also be carried out by flexing the thigh to a right 
angle and using the foot to lever the limb round (Fig. 383). Common sense 
wiH dimte that this violent method will only be employed in appropriate 



Fv 384 — B»m<n*hcn of the bio-/omt. ^bdvel>cai 


cases. Its zenith of usefulness is in the early diagnosis of coxa vara (due to 
a slipped epiphysis) in a child, where limitation of internal rotatidn is the 
leading, if not the only, physical sign. 



r'tf 3S5 — TrsbHs sddiKboQ tbe lup.jomt 


2. Abduction — Steady the pelvis by placing a hand on the iliac 
crest. Grasp the ankle and slowly abduct, keeping the knees extended 
(Fig. 384). Record the angle. 
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2- Adduction . — Again steady the pelvis, and carry the thigh over its 
fellow. Normally it should cross the middle third 385). Record 
in terms of the opposite thigh — i.e., whether the lower, middle, or 
upper third of the opposite side can be crossed. 

4. Flexion . — Flex the knee on the affected side, and then flex the 
hip as far as possible, proceeding cautiously {Fig. 386). 

All these movements have been earned out with the patient on 
his back. Now ask him to 
turn over on to his abdomen. 

Observe the gluteal folds. A 
flattening of the fold is seen 
frequently in tuberculosis of 
the hip. 

Lastly test — 

5. Extension . — Steady the 
pelvis. Place the hand under 
the dorsum of the foot, and 
with the knee flexed lift 
the hmb (Ftg. 387). Normal 
extension is only 15®. It is 
limited early in tuberculous 
arthritis. 

Trendelenburg’s Test. — 

This teat ia not diagnostic of 
congenital hip disease. 

The patient, stripped, 
stands with her back to the 
examiner and is told to lift 
first one foot and then the 
other from the ground. The 
position and movements of the 
gluteal folds are watched. When she stands on the normal leg, 
raising the other leg off the ground, the gluteal fold on this sid5 rises 
slightly with the limb in a normal manner. When, however, she 
stands on the affected limb, the gluteal fold on the sound side fails 
instead of rising {Fig. 388). T*his is because the glutei on the 
affected side are unable to support the pelvis properly. 

This indicates nothing more than a defect in the osseo- 
muscular mechanism bet>veen the pelvis and the femur. It is 
present in poliomyelitis when tiic ^utei arc affected, in ununited 
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fracture of the femoral neck, in pathological dislocation, and the 
severer degrees of coxa vara, as well as in congenital dislocations. 
(Fairbank.) 

The ‘Anvil Test* (F^. 389) is often a valuable method of 
ascertaining early hip-joint disease. 



Fit 3S9 —He ‘ innl t«t ' for eariy hip diMSM. tHni potnire, pam rriU bo 
etpmrCK^ m tbo lup-;einc. 


Telescopic Movement. — ^The pelvis is fixed, and the leg is 
grasped firmly. Traction is made. In congenital dislocation of the 
hip, especially in a young child, the characteristic sensation which 
can be likened to that of pulling out a telescope may be elicited. 

FRACTURE OF THE UPPER END OF THE FEMUR 

That a fracture of the femur has occurred is sometimes perfectly 
obrious on inspection. Fig. 390 shons the leg rotated outwards, the 
typical deformity. 

Obscure injuries about the hip-joint require careful consideration. 
Attention is earnestly direaed to impacted fracture of the neck of the 
femur. The patient is often an old ladj* ; the accident is tririal — trip- 
ping over a mat ; the sjTnptoms few — she may even walk to seek adi ice. 


Haiold a. T. Fairb AXK. Coimlux; Orltep^ibc Surgm, Kii^i CdCttt JTaipiul, tattdan. 
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The penalties of failure to establish the diagnosis are gigantic. In 
such a patient, after such an accident, even the slightest degree of 
abduction deformity and 
the production of some 
pain on rotation of the 
hip by Method I provide 
sufficient data upon which 
to pass a confident dia- 
gnosis. In the absence 
of this evidence, by all 
means measure the hmb 
and test the movements 
of the joint, but put not 
your trust in physical 
signs or, for that matter, 
in sub-perfect radio- 
graphs. Having seen 
conscientious practitioners 
persecuted in the witness 
box for following the 
dictates of their training, 

I exhort the reader m 
relevant cases always to /‘v of » femur (necii) 

' , Note ihe roiiuon of the Umb 

assume the diagnosis until 

it has been proved to be otherwise. TTiis includes sharing the 
responsibility with a colleague. 


The Sign of a Fractured Small 
Trochanter. — The seated patient is unable to 
flex th" affected thigh {Fig. 391) (Ludloff.) 

P’t }9t —A iigo of fr»ctute of the smsU 
irocbannr Whiht the patient eiti he la unable to 
lift the aflecMii leg The photogtaph was taken four 
daya aftea the accident, and Ihe patient la just able 
tremulously to mote the leg in the sitting posture, 
but cumoi get the foot ofT the bed 

The Sign is more convincing when the 
patient is seated on a chair, and not in bed 
as shown in Fig. 391. 




Kau. LectOff, Conlrmporary Proftiiar of tinhoptoSe Snrfery. Fraot/uri 
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THE SACRO-nJAC JOINT 

Before entertaining the possibility of sacro-iliac disease it is 
usually nise to eliminate the hip-joint and the spine as the seat 
of the trouble. 

Tenderness over the joint and nowhere else is a suspicious finding. 
The joint is generally easily located in females, for directly over it 



F\f, 3M— P»Ipataif the kft uct^atM T/r. eempantrre palpation of ibe 

joint. Sole tb< 4impl« o\«r))-tn< tbe joint utTO.iIiae jointa. Ezcmsin; eonaidenbic prco- 
on tb« nphe. aur*. Ant on« thumb and then the other paaae* 

over the joint. The Mt thumb ta perfonniOf (be 
enotement at the nme of the phoiofteph. 

lies a dimple (Fig. 392). When this is not present it is best to 
follow the iliac crest inwards until the joint is reached (Fig. 393). 

The joint should be ex- 
amined directly by in- 
spection and palpation. 

Tbe Compression 
Test. — The two anterior 
superior iliac spines 
are compressed with 
the bases of the palms 
(see Fig. 361, p. 245). 
When this causes pain 
in the sacro-iJiac Joint 
the sign is positive. 
(Eric Erichsen.) 

Equally effective, 
and supplementary to 
the compression test, is to pull, as it were, the iliac bones apart, 
by hooking the thumbs around the anterior superior iliac spines 

(Fig- 394)- 

Sir Johx Eric Erichsen, 181S.1896, Surgtam, Umirmaj C«Ufte Hoipitai, LonJoiu 
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Larrey’s Sign is occasionally useful in obscure cases, especially 
when the individual is thick'Set. The patient sits in a wooden arm- 
chair. He raises himself in the chair by his arms, and then lets 
himself drop on to the seat. The jar causes pain in the affected 
joint. 

SaATlCA 

The diagnosis of sciatica can be confirmed by the following 
signs ; — 



Pit 39S '—Applying tmsran 10 the ecaiic nerve. 


Applying Tension to the Sciatic Nerve. — The thigh is flexed 
fully on the abdomen. The knee is then extended slowly {Fig. 395). 
This causes stretching of the great sciatic nerve, and when the sign 
is posittve great pain is experienced along the course of the nerve 
(Las^gue.) 


B*«cm DOMINIQLE LMiBEy, « rt* Ntipolronu Army. 

ERlrasT Charles Lasegve, 1816-1883, Printer t>f Cloned Medmni. Pant 
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Rolling the External Popliteal Nerve. — ^The external popliteal 
nerve, as it winds round the neck of the fibula, is roiled under the 
thumb {Fig. 396). In sciatica the nerve is exceedingly tender. 
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rectum pressing upon the sacral plexus. After this has been done, 
and before labelling sciatica idiopathic, examine the spine, sacro-iliac 
jcint, and hip-j’oint for disease. Hare’s method of making a ditTercntial 



F>t' }9S~TVi« limb c<n b« pUetJ m <hit potiiion in tcMMt, but nut in 
tnhntn •( <t>« b>p-)0<nt. 


diagnosis between sciatica and of the hip is ver>’ useful, and 

IS shown m 397, 398. Even the foot should be examined 
thoroughly, for extravagant haUux valgus associated with metatar- 
salgia has been known to be the starting-point of a great-sciatic 
neuritis. 


HOSART A. Hari, iSet-igji, Pro/wi 


0/ Thaaptatta, Jrffaian Htdicol FMaMp/tia, 
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CHAPTER XXVI 
THE KNEE-JOINT 

In the male the usual preparation of the patient for the examina- 
tion is for him to roll up his trousers. In the majority of cases this 
is highly unsatisfactory’ — often a'aluable points are missed because of 
tight trousers. . Unless the patient is attired in very loose trousers, 
he should remove them. Excellent 
accc^ to the joint can be obtained 
avith the patient lying down. 
Inspection. — 

Position . — ^An inflamed Joint 
takes up the position of semi- 
flexion which is the position of 
greatest ease. 

Effusion Into the 
joint can often be seen. Particu- 
larly look for a fullness on either 
side of the patella {Fig. 399). 
'* If the Surgeon, on passing his 
eyes critically over the natural 
hollows on each side of the patella 
in a recently injured knee, finds 
them abolished, he may be abso- 
lutely certain that he has to deal xvith an effusion into the joint, 
and may never need to touch the swelling to establish his diagnosis. 
On the inner side of the patella, at a point corresponding with 
the hollow referred to just now, the only structures which overlie 
the synovial membrane are the skin and fascia and a thin expansion 
from the extensor tendon blending with the capsular ligament. The 
eye is all that is needed to make the diagnosis, and patients may be 
spared unnecessary pain If this rimple fact is borne m mind.” 
(Whitelocke.) 

The swelling of prepatellar bursitis (housemaid’s knee) is not 
likely to be confused with an arthritis, but an infrapatellar bursitis 



Rjchard H Axolw WhiteLOC«. 1861-1927. Si»»ro<,, ttaddifft Uftnuary, Oxford 
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(clergyman’s knee) is more difficult to diagnose correctly. A cyst 
connected with one of the semthmar cartilages is not difficult to 
diagnose because of its precise anatomical situation (Fig. 400). 

If pain in the knee is the leading symptom ask the patient to 
point tvith one finger to the site of the pain. In displaced medial 
semilunar cartilage this sign is often particularly valuable {Fig. 401). 

Constantly bear in mind that pain m the knee can be, and often 
IS, referred from the hip-joint. 



If the patient has felt “ something moving about in the joint ”, 
ask him to try to find the * joint mouse ’ himself. 

Test for the Presence of Fluid In the Joint s ‘ Patellar Tap — 
In order to elicit the patellar tap, it is essential to realize that m the 
horizontal position a considerable amount of fluid may gravitate into 
the suprapatellar bursa. With one hand above the patella, exert 
downward and backward pressure on this bursa, and drive any fluid 
in that cavity into the knee-joint pr<^r. Press the patella with a 
sharp, jerky movement (Fig. 402). If the characteristic tap can 
be felt, it is proof positive of the existence of excessive fluid in 
the joint. 

Subjective Movement. — Ask the patient to bend hts knee, and 
note the angle of flexion. 
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Objective Movements. — 

I. In A Recent Injury. — ^“The patient says he cannot bear the 
limb to be touched. Avoid hniting the patient ; an inflamed joint 
resents a sudden jolt. The hand should therefore be laid very’ gently 
above and below the joint. The hands can be passed gently over the 
joint, testing for some point of acute tenderness, e g , over a ruptured 
ligament. Next, the limb may be held firmly above and below the 
joint, and gently mo^ ed.” (Sir Robert Jones.) 



Fit 402 — T«st>n( lot t ^T«l)ar ttp- 


2. In a Non-acute Case. — 

a. Test for Joint Crepitus. — With the left hand laid on the joint, 
grasp the ankle with the right, and flex and extend the knee, noting 
joint crepitus (osteo-arthritis). (Seep. 12.) 

b. Test for Antero-posterior Mnement. — ^The patient, who has 
been lying upon a couch, sits up and maintains his knee in flexion, 
as shown in Ftg. 403. The surgeon grasps the leg below the knee 
with both hands. If there is movement of the tibia upon the femur 
when forcible baekteard pressure is exerted, it suggests that the 
postenor crucial ligament is ruptured. Similarly', if there is move- 
ment when the leg is pulled foncarJ, the integrity of the anterior 
crucial ligament is open to question. 

A good alternative method is as follows. The patient’s knee 
is flexed, and the foot is placed firmly on the couch. The clinician’s 
elbow rests on the dorsum of the foot, to steady it. A firm grasp 
is then taken with both hands around the calf (Fig. 404), and 
antero-posterior movement is attempted as before. 


Sa Robert Jones, iS5S'I933. Orthop^Ac Sutge at. Kayol Soulheni Hospital, Ltrtrpocl. 
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c. Test for Lateral Movement.— the knee-joint fully extended, 
try to elicit lateral movement {Fig. 405). If this is present, it usually 
means that the internal lateral ligament is ruptured, a not infrequent 
accompaniment of displaced internal semilunar cartilage. 



Fit 40f— Te<tui( mobiUcy Ttx IjM* mutt b« Irpt quite itmtht. In iddilion 

It I* bot to gtt «fl (Muunt to tica 4 <r tb« thi(h from hcnettb tnih both hindt. 


Additional Tests for Obscure Internal Derangements of the 
Knee-joint. — In each of the following tests the patient lies face down- 
wards on the couch. 

For a Loose External Semilunar Cartilage. — ^The knee is flexed 
until the heel comes almost to the buttock, the foot is grasped with 
either hand and fully rotated imcards, and the knee gradually e.xtended 
in this position. By this means a loose external cartilage can be felt 
to click bet\\een the rotated tibia and femur. 

For a Tear in the Posterior End of the Internal Semilunar 
Cartilage. — ^The knee is flexed fully, and the foot rotated out to its 
extreme limit. With the foot held in this position the knee is 
now extended. A distinct ‘ did; ’ is significant. (McMurray.) 

GENU VALGUM 

The degree of deformity should be estimated in the follo;ving 
manner. The feet must be parallel, for ouHrard rotation makes 


Thoma$ P McMviui.«y, Comemporary Pra/taer qf Orxhopttdic Surtfry. L'wtvmfj o/ tn^rpoU. 
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the separation of the knees greater. With bis knees braced back, the 
patient grips a postcard between his condyles (Eric Lloyd). The 
distance between the internal malleoh is measured {Fig. 406). 



Fit 406 — C*nu T*lfufn Th« <I>t<anc< b«n>ten the milleoli 
» b«ing nwasuKd by a ntSte 

The patient is then exanuned lying down ; each knee ts flexed. If 
the deformity disappears with flexion, the fault lies m the lower 
end of the femur. 

EXAAUNATION OF THE PATEIXA 
If the patient lies at rest with the quadneeps absolutely relaxed, 
and the patella is grasped it is possible to obtain slight lateral mobility, 
more in the female than in the male Excessive mobility of the patella 
suggests the possibility of recurrent dislocation, a condition which is 
liable to be confused with an internal derangement of the knee-joint. 

Fractured Patella. — Astounding to relate, a transverse patellar 
fracture (indirect violence) is amongst the lesions that are missed. 
05 course, there is a great deal of separatioTi, a layman knows what 
has happened, A useful method of examining a doubtful case is to 
pass the thumb-nail, held nearly horizontal with the surface, over the 
subcutaneous surface of the patella from above downwards (Fig. 
407). If there is even the sbghtm separation, a sharp crevice will 
be felt. 


Eric I I.i 


OnhopttJtc SuTfcmi. liayal Nwthr 


ttital, London, 
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The Popliteal Space. — ^Mien examining the region of the knee 
the popliteal space is liable to be oterlooked. It is worth while to 



Fit- 4^7 -“TtM tbumb*nail un for fnctucvd piulb mbout Kpinoon. 



Fig, 40$ — -Falpftiiic the p^jphteel spice 


make a routine of examining this sulcus. In obscure, deep-seated 
lesions the space is examined best with the patient Ijdng face downwards 
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{Fig. 408). A popliteal abscess is often deep-seated ; there is but 
slight fullness in the space. The patient inclines to keep the 


knee-joint somewhat flexed ; full extension causes 
pain. When a popliteal abscess is suspected the 
foot and leg must be scrutinired for an infected 
focus. 

The patient 13 brought with an obvious 
localized swelling in the popliteal space. Observe 
the region while he stands. The commonest 
swelling is a semimembranosus bursa which is 
situated definitely towards the inner side of the 
space {Fig. 409). If the swelling is central, care- 
fully exclude the possibility of an aneurysm (p. 23). 
Continue the examination with the patient lying 
face downwards upon a couch. When an 
aneurysm has been excluded and the suelhng is 
cystic, demonstrate, by compression, if a com- 
munication exists with the knee-joint. 



Fig *09— S»nn- 
membrionu bunv 



2So 


CHAPTER XXl'lI 
THE LEG AND FOOT 

Fractures of the Tibia and Fibula. — Normally the inner side of 
the great toe, the internal malleolus, and the inner side of the patella 
are in a straight line. This relationship may be lost when both the 
tibia and fibula are fractured. 

Fractures of the tibia are sought by running the fingers along 
Its subcutaneous border. In obscure fractures udthout dis placeme nt 

t he pencil rolling te st 
{Fig. 4x0) is t'alu- 
able. The integrity 

of th e fibula is teste d 

by ^ springing* . 
Grasp the leg as 
shomx in Fig. 411; 
in the case of_lhe 
normal bone the 
fibula can hp trm dff 
to s prin g. This 
phenomenon is ab- 
sent uhen the bone 
is f racture d, and 
when attempted 
causes_pain. 

Fractures about the AnMe. — In examin ing fr actures a bout the 
ankle the relationship of the t\\o malleoli must r eceive special con- 
sideration. It should be remembered that Pott’s fracture i s usually a 
fracture-dislocation, and attention should be directed to the heel for 
that undue prominence which a backward^ dislocation of the ankle 
gives (Fig. 412). 

Obliteration of the normal hollow' below the malleolus is a con- 
stant sign in fracture of the os calcis. Tenderness in fracture of 
this bone is inclined to be situated posteriorly near the insertion 
of the tendo Achillis, rather than the plantar aspect. 

PibcitAi. Pott. 1714-17SS, .Smseait, Si BarOt^lomtw’i Hai/xtiJ, Lomlan. 

AcinuES, Kkm an infant, icai htU iy itu Sal anJ Sppti mis tSt rittr Styx la imJer turn imJniraUe 

(CrscA mytSalegy) 
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The FooL — ^The boots and socks are removed. If the patient 
is complaining of pain in the foot and there is no lead as to 
the cause, ask him to point to the 
place that hurts. 

Painful Feet . — Some help in the 
diagnosis may be deri\ed from Fig. 413. 
Methods of testing for a few common 
conditions will be referred to briefly. 

Halluv ralsus cannot be m istaken, 
but hallux rigidus requires cl oser ex- 
aminarion. Try to extend the great toe. 
In the latter condition flexio n is possib le, 
but extension is li mited abruptl y. 

Test for metatarsalgia . — -Transverse 
pressure exerted across the heads of 
the metatarsals causes a shooting pain , 
most marked bettteen the>«e£ond and 
third bones (Ft?. 414). 

March fracture of the metatarsals occurs sponuneously in untrained 
soldiers after a fatiguing march. 

3rd. or 4th met atarsal is the cause. 

There is a * puffy* s\\ elling limited 
to the dorsum near the base of the 
toes, with pitting on pressure. 

Thickening and tenderness of the 
affected bone can usually be made 
out. 

Calcanean spur. — There is 
localized, considerable tend e^mfs^ 
of the bone in the position indi- 
cated in Fig. 413. 

Plantar icarts . — T hese painfu l 
lesions must be distinguish ed fr om 
corn g^ for which they are fre- 
quently mistaken. A plantar svart 
has the appearance of a wart let 
into the ^skin of the sole of the 
foot o r toes. 

Ftatfoot . — In cases of flat- 
foot the inner border of the sole is 


A piack in the neck of the 2nd, 



Ftf 414. — Tettuig to meuiarsilgia. The 
ear mdjcetei «bcre pein is ususHy locsted 
srhen ebe trgn u poiitive. 
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worn, while the outer edge may still be comparatively new. There is 
often treading oyer of the waist of die boot or shoe {Fig- 415)1 and 



Fif 4) J — n»t-fo<a, tspfcnlly Uft Fig 6 — The 

boct at * child with 

especially in the case of a child wearin g hoots, a Xn* cf 
tilting of t h^ back sea m (Fig. 416). *“*” 

Se arching for flattening of the arches of the foot . — Ask the patient 
to stanJ Cast the eve p amciiUrly alo ng the inner border of the 
foot, and notice theinner.arcb. which is the first to be lost in flat-foot. 

Look at the patient’s boots. Unless they are ne sv, o r have been 
soled rccenily, information can be gleaned therefro m. 

Footprints are useful m investigating the condition of the arches 
(Fig. 417). The eas iest meth od of .obtaining footprints is to dust 



AS C 


the soles with powder and ibeaget-tbe patient to walk on linoleum. 

In acute flat-foot the perone al muscles are rigidly contracted. 
When the coridition is suspect^^Ke peronev should be palpated early 
in the ex amination of the case. 



CHAPTER XXVIII 

BONE 

EXAMINATION OF A CASE OF ACUTE OSTEOMYELITIS 

More sins of omission and commission occur in conneclion tcith the 
diagnosis of osteomyelitis than in all the frequent diseases of surgery. 
(Hupp.) 

Radiologj’ plays such an important part in the diagnosis of bone 
disease that students, and not a fe\t practitioners, are astounded to 
leam that radiographs are quite valueless in the detection of early acute 



Fig 41S — rcmufrnc tibia for lenilcmtM A useful sign m the 

djjfnosis ot osteoni>ehus. 


periosteomyelitis. This all-important diagnosis — the most important 
and urgent of all diagnoses connected with bone — must be made by 
clinical methods. 

The classical description of acute osteomyelitis is “ a deep- 
seated brawny swelling situated near a joint*’; but if, before 
making the diagnosis, \>e relied upon the development of these 
Signs, the mortality would be appalling. 


Fhastc L. HlJpy, I — 19S9, Su 


4 , Ofuo VaBfy Grmral Hoiptial. XChe^utg. TI'mi S'lrg 
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If the Jjatient is old enough, and not delirious, he will be 
able to signify which bone is painful (although he may refer tlie 
pam to the neighbouring joint) When the patient is too young 
or too toxic to give any information, the diagnosis is naturally more 
difficult. 

Methods of Examination. — The following routine should be 
■carried out : — 

Inspection. — Compare carefully 
the two sides for minor degrees of 
swelling. Look for an abrasion or 
other superficial lesion where organ- 
isms might have entered. 

Test for Localised Heat as 
■described on p. 5. 

Bone Percussion (Fig. 418) is 
exceedingly useful, espeaally when 
the affected bone is superficial, such 
as the tibia. Tenderness evoked by 
this method is characteristic. Bone 
percussion is also of the greatest 
service in determining which of 
two parallel bones (radius or ulna, 
tibia or fibula) is the seat of the 
disease. 


Fig 4tQ—Fc’im 6f 
riMimum ifndrrnm 

„ , r. .. »n«euMeJt#cm)'«liii» 

Pressure over the Bone is often rte tJKi** 

irepottNtca lA/ur 


helpful, especially in early or mild 
cases of osteomyelitis. Commence 
by placing the pulp of the index finger over the 
bone at a distance from the suspected site of the 
disease. If pain is not complained of, exercise 
increasing pressure ; sometimes as the pressure 
increases the patient will cry out quite suddenly. 

Repeat the manoeuvre nearer the suspected epiphysis, proceeding 
very gently, if pain has been caused by more remote pressure. By 
this means a point of maximum tenderness {Ftg. 419) will be located 
In mild, subacute cases the pencil rolling test {see p. 280) may prove 
helpful in superficial bones. 

Examine Neighbouring Joints for Arthritis. — It should be noted 
that often a secondary, so-called sympathetic, effusion is found in 
acute bone inflammation. 
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Exainine the Suspected Area for Evidence of Superfctal (Edema . — 
In cases of some standing where there is a bone abscess, overlying 
cedema is nearly always present. 

Palpate the Appropriate Lymphatic Glands — for example, the 
groin — and compare ^\ith those of the opposite side. 

The diagnosis of acute osteomyelitis in a patient too ill or too 
young to gi^e any informadon is one of the most difficult tasks in 
clinical surgery. Pressure over commonly affected bones ma}' reveal 
that one bone is more tender than the remainder. The most obscure 
situation is the upper third of the femur. Comparative measurement 
of the circumference of the thighs occasionally produces useful 
information. Indirect percussion {see p. 266) should be 

tried also. 

The Differential Diagnosis between Acute Rbenmatism and 
Acute Periosteomyelitis is sometimes e.xtremely difficult. A point of 
considerable help is that in rheumatism the pain tends to flit from 
joint to joint, whilst in osteomyelitis it is stationary. The skin in 
rheumatism is moist — in early osteomyelitis it is dry'. If there is any 
doubt whether the patient is perspiring, pass the hand mto the 
axilla and note whether it is moist. 'With rheumatism, the disease 
is in the joint ; in osteomyelitis it is in the bone near the joint. 
Gentle bone percussion is the most reliable method of deciding this 
point. 

The Diffierential Diagnosb between Acute Osteomyelitis and 
Erythema Nodosum ts much easier than the foregoing, but must be 
mentioned, for I remember two cases of erythema nodosum being 
admitted to surgical wards as osteomyelitis of the ubia. If the fingers 
are passed lightly over the plaques of erythema nodosum, it is at 
once evident that they are raised above the level of the surrounding 
skin. Each gives the impression of a miniature Table Mountain. 
Furthermore, if one of these areas is clasped gently between the finger 
and thumb, it will be found that it can be made to move on the bone. 

A S\VELIJNG CONNECTED WTTH A BONE 

Tbn. 'K>Ab. 'j.bi/ib. tbjt ^ a. visii- 

nected with the bone are elicited depends upon whether or not the 
bone is superficial. The superficial aspects of the tibia, ulna, patella, 
clavicle, and skull are readily palpable, but palpation of bones well 
covered with muscles is extremely difficult. In the latter situations 
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every effort should be made to get the muscles relaxed by attention 
to the posture. 

To illustrate an extreme instance : Ftg. 420 shows the position 
adopted to relax the gluteus maximus in order that a swelling beneath 



Fit 439 — P»lpMiAg a Kunp Stn»»th the |t)ut«ut m»x«nu» Petition 
adopted irt nedet to enaurc mutculer telaxuion 


that muscle might be palpated. Nothing could be made out until 
this position was tried, when it became evident that the swelling 
in question was attached to the dorsum liu. 

In a case of a localized swelling, 
obviously the first thing to do is to make 
sure that it is attached intimately to the 
bone by trying to move it on the bone. 

Next, in the case of a long bone, try to 
ascertain whether one aspect of the bone is 
involved alone, or whether the whole of the 
circumference participates in the swelling 

Subperiosteal nodes occur, particularly 
on the tibia, and the large bones of the 
skull. In the case of the tibia the bone 
feels thickened over an area of two or three 
inches. When the bones which make up 
the calvarium are involved a ‘ hot-cross bun ' 
effect 15 produced. Previous nckets or •»*> fn-m th* ;i>im u o,e/hwgwg 
syphilis is responsible for the phenomenon. 

The Sign of Epiphysial Osteoma, — Pass the fingers firmly 
down the side of the bone in such a ^vay as to allow them to ride over 
the swelling. In the case of an epiphysial osteoma the side farther 
away from the joint is overhanging (F^. 421). Sometimes a bursa 
can be made out over the most prominent part of the osteoma. 
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X-ray Examination. — ^To-day the exact diagnosis of a swelling 
connected with a bone is mainly a matter of studjnng the X-ray films. 
The sign of egg-shel! crackling in mj'elomata and the pulsation of 
bone sarcomata in general are hardly ever 
noted, for X rays have rendered diagnosis 
possible long before these late signs develop. 
In this connection it must be mentioned 



Fie +11. — nii»»tighl 1 rpiinfulr«llwgconnect«l 
mthlhectgomaoc uvh s the pilient's onl7 complaint. 
On ecanufiition it ii uiDmatefv the malar 

bone, anti although it fecia hard, there la an area of 

aofieaung ui the centre. On interrogation be admits to 

abgtia dvauna and aome incietsed fre^ener of irucm. 

iitwifi. Rectal eiamination reeeala a hard, gronly 
irregular praatatie enlargernent. Diagnoata— aecond. 
la from the prostate 


that when a neoplasm of a bone is con- 
sidered to be a primary one, radiographs 
of the thorax should be examined for 
evidence of metastatic deposits. 

From the purely clinical standpoint there yet remains one very' 
important duty. W’hen the diagnosis of a bone neoplasm has been 
made.itshouldbe anunwavering 


rule to eliminate the possibility of 
this being a secondary^ carcinoma. 
Therefore examine the thyroid, 
the breast, the kidney (Gfawitz’s 
tumour), and, above all, ’the 
prostate, for a primary growth. 
{Fig. 422.) 



SOME PHYSICAL SIGNS 
CONNECTED \\TrH 
RARER BONE DISEASES 


MIDDLE LINE 


( ***** fh* uitthilieuS 


Achondroplasia. — In nor- 
mal individuals the umbilicus 
is situated above the centre of a 
line extending from the top of 
the vertex to the soles of the 
feet. In achondroplasia alone r-^ 
the umbilicus is situated below* Normally tb* umbibeu* be* »boW the 

, . • / n • * middle line of the body tn whondn^Usu it u 

this centre point [rtg. 423)- regiderjybelw tie middle Ime. 


Palx CftAWnz, 1S30-193Z, Pnfmar e/ Pathake^, Gmltadd, Grrmany. 
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FragUitas Ossium. — Examine the eyes of a patient who gives a 
history of repeated fractures. In fragilitas ossium the sclerotics are 
often blue {Fig. 424). 



Fie 424 — BIu« sekrQtie* TM ptticnt wm tixe $aki*et of wcurrent frarture* 
ot long bon» Ke was ji >tara of age when this photograph >m (sLen. and since 
the age of j ha has been tn and out of hoipiul wi^ tirokcn bones. 


Geoeralized Osteitis Fibrosa. — Again, spon- 
taneous fractures are frequent, but the bones 
are soft and therefore are inclined to exhibit 
deformities. Persistent benign turnouts are prone 
to occur, especially in the long bones. When a 
case exhibiting some of these features js presented, 
examine the thyroid gland with extreme care for 
the possible presence of a parathyroid tumour. 

Scurvy Rickets. — The diagnosis is often 
arrived at by the following sequence of thought 
The mother says the child is losing weight and its 
bones are tender — you suspect rickets. You next 
feel the bones : the penosteura is thickened — you 
think of syphilis. You now look at the gums • 
they are bleeding — you diagnose (correctly) scurvy 
rickets. 


Fif 415. — C»nio.clcido.<ly9ostfis« The two 
shoulden can be approURiated u sfaovn. (t'llkvet 
Wframw) 

Cranio-cleido-dysostosis. — Tlie arms can be 
folded across the chest in such a manner that 
the shoulders are almost toudiing one another 
(Fig. 425). 



19 
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Paget’s Disease (Osteitis Deformans). — All the leading clinical 
features of this condition can be summarized b\ the following diagram, 
which has helped numbers of students to remember the essential 
features of the disease. This is my excuse for inserting the somewhat 
ridiculous caricature (Fig. 426). 





M'G Go to «* 




ft. «. 0^ 




Fie Oiignm of (h« «t«<ntul ucn* of Pann't duw« (osieiiu deformuB). 


Sm JaM£S iSi 4 >i 897 , Surgeon, St. BarOuJimn^'i Hospital, London. 
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CHAPTER XXIX 

THE SPINE. THE PERIPHERAL NERVES 

EXAMINATION OF THE SPINE 
The patient, stripped to the gluteal cleft, stands in a good light with 
the back towards the surgeon, and the arms hanging loosely by the 




Fig 41;— 'tVbcn 1 patient Uant (or. 
ward a apnul itformity t>«c«r>«a nv>r« 
evideflc. in thia et«c compresttsn o( iht 
nghtthonxdua toacoliosn becam«obviou> 

sides. Inspection should not he 
hurried, for it takes some time for 
the patient to assume a natural 
attitude. If a deepened midline 
spinal sulcus is seen about the 
tenth dorsal vertebra you have 
noticed the first sign of Pott’s 
disease in its earliest stages at the 
most frequent site. This deepened 
sulcus is due to increased muscular tonicity of the erector spin^ 
muscles; it is nature’s plaster cast (Jardinc). 

Note the symmetry of the body; whether one half is more promi- 
nent than^the other. This can be done by companng'the two sides 
of the trunk with reference to an imagmary line prolonged upwards 


Fi* 4*8 — The com lest for tpinsl 
npidity in * child A com it thrown on 
the floor The nonnaJ child will reach Sox 
the com by 8wng the apme A child 
with Pott'e disease will keep the tpine npid 
and reach the com by bendinp the knees 


FkAhCis E. Conit 


Sorxeeit, Sdmfitir^ i^ot infirmary 
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from the gluteal cleft (Tubby). In this way scoliosis is detected. 



Fit —Testing tbe ii>ot>ibt; of tb« »pin( In • child. 


The patient is directed to lean fonrard and to cross the arms 
orer the chest so that the hands 
rest on the opposite shoulders. 
It is remarkable how much 
greater any deformitj* appears 
in this position (Fig. 427). 
Somctiroes the spinous processes 
of the vertebra are not \erj' 
prominent, and it may be diffi- 
cult to detect scoliosis; in such 
cases run the finger firmly down 
the vertebras without hurting 
the patient. A red line on the 
skin results, and the curve of 
the spine becomes e\-ident. 
Next view the patient laterally, 
for in. this position kj-phosis is 
seen clearly. If kj-phosis is 
present, pay particular attention 

Rsir the tpincrui p irrm rir nf tO ItS t)-pe, ^^hether it IS 3 gCHtle 

the ^ertebr*. cur%-e or an angular deformit)-. 
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Ask the patient to bend down and touch his toes. The mobility 
of the spine is tested by this means. Usually if the patient is a small 
child, this infonnation can be obtained without tears, by dropping 
a coin upon the floor and watching the child pick it up. A normal 


child will pick it up by flexing 
will be flexed to a considerable 
degree. On the other hand, if 
the child picks up the coin very 
cautiously by bending the knees. 
It is obvious that spinal rigidity is 
present (Fig. 42S). The mobility 
of the spine can also be tested in 
young children by laying them 
on the face and lifting up the 
feet (Fig. 429). Rigidity is an 
early and constant feature of 
Pott’s disease. 

Vertebral Percussion.— The 
spinous processes are struck with 
the percussing finger (Fig. 430). 
Usually percussion is commenced 
at the vertebra prominens, and 
each spinous process down to 
the second sacral is percussed 
in turn. Tenderness over a 
particular vertebra is indicative 
of disease. The method is of 
particular value in the dorsal 
region. 

Indirect Percussion (the 
‘Anvil Test’). — Fig. 431 is self- 
explanatory. The sign is positive 
when pain is experienced over a 
not much to recommend it 


flie spine, or, at least, the spine 



fit <}i — Tht • *nvil test ’ P»in waa 
appreciated at the atte of the defornuty This 
la not a ten of great utility, and should b« carried 


particular vertebra. This test has 


The Trapeze Test may be employed to decide whether an obscure 
deformity of the spine is postural or structural When the patient hangs 
from a trapeze a postural defomiJty disappears Except in cases of postural 
deformity, the examination of the spine should include an investigation of 
the integrity of the central nervous system 


PERCIVAL Pott. 1714-1788, Surgeon, SI Barthalamet^s HnsptUi, Lomfon. 
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A wise clinician remembers to examine the breast in the female, 
the prostate in the male, and the thyroid and kidneys in both, for a 
primary gro^vth when an angular deformitj' of the spine appears 
during adult life. 

INJURY TO THE SPINAL COLUMN 

A man is brought in, having fallen from a height on to his bach. 

If possible, examine the bach as he is being moved from the 
stretcher to the bed. TTiis saves unnecessary moveraenf. The 
important thing to look for is deformtl}*. Incidentally, signs of local 
bruising should be noted. The most common deformitj' is an angular 
one, ^\h^ch signifies a fracture-dislocation. 



Ftf. 4]2. — Tfac itticud« in a le»ioo it the level oT tbe irventh cemctl vertebn. 


Motor Power. — ^Ask the patient to move his legs. If he can 
draw up both legs, one can be certain that there is no serious spinal 
cord lesion. If only one leg is dra^vn up, do not jump to the con- 
clusion that there is a unilateral I^ion. Examine the immobile thigh 
and leg for local injury. 

Test the movements of the arms. • If the arms are paralysed, 
their position may be the key to the les'el to the lesion. 

Level of the 71A eertical — The aims arc folded oo the chest. The hands 
are half-closed iFtg. 432). 

Letel of the 6th rerxical. — Arms held up above the head. Elbows flexed. 
Forearms supinated. Hands half-closed {Fig 433). 

Letel of the sth eervieal — Arms completely immobile by the sides. 
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A lesion above this means death, for the phrenic nerves become 
implicated. It is from this cause that death results in judicial 
hanging. 

The abdomen should be inspected. If the respirations are purely 
abdominal (diaphragmatic) it means that the intercostal muscles are 
paralysed. The lesion js Mluated, therefore, high up in the cervical 
region. When the cord is damaged, priapism and retention of urine 
are usual. Therefore, percuss the bladder. 



Fit- — T&« *ll>cuae of » pitiem nritb • Imon tt ihe ]*rv} of th* 

(iTth eeme«] T«rt«bn 


Sensation should be tested with a pin. A band of hypersesthesta 
at the level of the lesion, with anesthesia below, is indicative of a 
grave injury to the spinal cord. 

Reflexes. — It is quite useless to make an elaborate examination 
of the reflexes soon after the injury. The patient will at this time 
be in a state of cerebrospinal shock, which masks any useful informa- 
tion such an examination might othenvise reveal. 

The Reflexes in Differential Diagnosis between a Complete 
AND AN Incomplete Lesion of the Spinal Cord. — 

A differential diagnosis beticeen a complete and an incomplete leston 
of the spinal cord cannot as a rule be made until beticeen one and three 
Keeks after ihe accident. 

I. A Complete Leston.—VnoV the inner side of the thigh with 
a pin. A flexor response is obtained — fie.xjon of the toes, ankle, 
knee, and hip. Carefully note that formerly, if the plantar reflex 
was tested and a flexor response was obtained, it was considered to 
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be a sign in favour of an incomplete lesion. It has now been shown 
that this is not true. A fiexor response to the plantar reflex is in 
favour of a complete lesion. 

The mass reflex : \Vhen the ‘ flexor state ’ (Riddoch) is at its 
height, a small stimulus such as pricking the inner side of the thigh, 
or drawing the prepuce over the erect penis, brings about not only 
flexion of all joints of the lower cxtremides, but an ex'acuation of the 
bladder and sometimes of the rectum also. 

2. An Incomplete Lesion. — ^Thc stimulus (pin-prick) \riU bring on 
much less pronounced flexion, and this is followed after a time by an 
extensor response, A reaction of flexion followed by extension is 
therefore very much in fa\our of an incomplete lesion. 

EXAMINATION OF A PERIPHERAL NERVE LESION 

Following Sherren’s teaching, the examination of a peripheral 
nerve injury consists essentially of three separate parts: (i) The 
general inspection of the injur^ member; {2) The examnation of 
sensation ; {3) The examination of muscles. 

X. General Inspection of the Injured Member. — 

a. The position of the limb may be characteristic — for instance, 
the urist-drop of the musculosptral (syn. radial) neix’e lesion, or the 
true claw-hand of an injury' to the median and ulnar nen'es. 

b. If a wound or scar is present, its position in relationship to 
underlying structures must be noted. Scars should be examined 
for tenderness, adherence to deep structures, and bulbous 
enlargements. 

c. The condition of the skin should be investigated. Desquama- 
tion is seen a few dajs after the injury. Often the skin is dry and 
of a mottled bluish appearance in an old nerx'e injury, or may be red, 
glossy, and perspiring {^Veir Mitchell’s skin) in the case of an incom- 
plete irritative division. 

d. The nails should be inspected for curvature, ridging, change 
m colour, absence of gloss, and growth of epithelium under their free 
edge. 

2. The Examination of Sensation. — ^The patient must be so 
placed that no muscular effort is necessary to maintain the position of 
the limb which is being examined. Wth his eyes closed, he is 
told to say ‘Yes’ whenever he feels anything, whether prick, touch, 
or other sensation. 

CeOKCE Riddocb. Contfifiporary Phystruin, LottSon Htmpati. 

JUIES Skejuies Contrmporary Ccwu/(»V Surttem, tarndm 

SdjU Weu Mitchell, i839>I9I4. Nemlaful, Jtffmam STtdtal CdUtr. Phiadilptua. 
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Epicritxc Sensation is tested conveniently by stroking the skin 
with cotton-wool {Fig. 434) or a soft camel-h^r brush. The testing 
of this sensation cannot be relied upon if the skin is clad with hair, 
Epictitic sensibility also embraces acute localization of stimuli. 
This is tested with a pair of callipers, the blunt points of which are 
separated for a measured distance. The skin is then touched, and 



Fis 434 — Tetcmj {‘ir e;>icn(tc MnntKtn wiih < ot ution-mol 

the patient is asked to say after each sUmulatJon whether he has been 
touched by one or two points. Head and Sherren found that two 
points could be recognized accurately over any part of the palm when 
separated by i cm., and applied transversely. 

Protopathic Sensation — A sharp pin is used (Fig. 435), and care 
must be taken that the patient understands that he is only to speak 
when he feels the pain of a pin-prick, not when he feels pressure or 
touch. Unless this precaution is taken, the method is entirely inaccu- 
rate. Protopathic sensation also includes the appreciation of extremes 
of temperature. This can be tested readily by filling two test-tubes, 
one with hot and one with cold water, and applying them in turn to 
the skin of the affected part, at the same time noting the patient’s 
remarks on what he feels. 

(The findings of eptmtic and protopathic sensory loss in. the 
larious nerte lesions are not detailed, for they are depicted in standard 
text-books.) 


Sj» lla«HY llfAO, i86/.I94», i’ll}' 


Landim Uo0tlJ 




Ftl 435 — Tesang for protopithic •nuibility. 

Deep Sensibility should be tested by means of the pressure of 
a pencil or other blunt object {Fig. 436). The common practice 
of using the blunt end of a pin is not to be recommended, for a 
pressure of from 2 to 4 kilogrammes is necessary to call forth this 
sensation. 



Ftf. 4j6 — Testing for drtji stiattion. 


TineVs Sign is designed to eluadate the question whether recoverj’ 
of the nerve is taking place. If, several months after a ner\'e has been 
divided, regeneration is commencing, tapping the nerve trunk be/ocs 
the lesion causes distal tingling. For instance, the ulnar nerve has 
been divided in the forearm : if tapping the nerve at the zerist causes 


JulXS TlXEL, Conlemporary Phy HapiUi ta RochtfoueaulJ, Pa 
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a tingling sensation to pass down to the little finger, it suggests 
that regeneration is taking place. 

3. Examination of Muscles. — Certain individual tests for muscular 
involvement due to common peripheral nerve lesions will now be 
described- 

Leston of the Nerve of Belt{&yn. Long Thoracic Nerve ). — Paralysis 
of the serratus magnus (syn. serratus anterior) is best demonstrated 
by getting the patient to push against the wall with his outstretched 
hand (Fig. 437). 



Lesion of the Circumfiex (syn. Axillary) Nerve . — Instruct the 
patient to lift the arm from the side at right angles to the body (deltoid). 

Lesion of the Spinal Accessory Nerve — Obseo'e the patient from 
behind. In a case of some standing there is an alteration in the contour 
of the lower part of the nedr and shoulder on the affected side (Fig. 
438). Ask him to shrug his shoulders; that the trapezius is wholly 
or partially paralysed now becomes obvious. The spinal accessory 
IS one of the nerves most frequently injured during an operation for 
the removal of cervical glands. 

Lesion of the Musculospirai (syn. Radial) Nerve — There is the 
characteristic and unmistakable wnst-drop. Paralysis of the triceps 
is unusual ; it can be tested easily by asking the patient to extend the 
forearm. 


Sis Chmiles Cell, 1774-1841, MubOttex ITattttel, London . ta 


rofetsor of Surirru.i 


nhurgh. 
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Below are given the clinical tests of some indiridual muscles 

Latissimus Dorsi . — ^The sim- 
plest method is to ask the patient 
to cough whilst the examiner has 
his lingers over this muscle, which 
forms part of the posterior 
a3dnar5' fold. 

Pectorals . — “ Press your hand 
into your side ” {see Examination 
OF THE Breast, Ftg. 156, p. 99). 

B/Vepj.— Hold the elbow close 
to the side and get the patient to 
flex his arm against resistance. 

The diagnosis of lesions of the 
median and ulnar nen'es being of 
such great clinical importance, the 
motor tests for the integrity ofthesenerv’es will be described more fully. 

MEDIAN NERt'E 
The median nerve is the 
nert'e of grasp. It controls the 
coarse movements of the hand. 

A complete dmsfon of the 
median ner^'e of some standing 
gives the hand a characteristic 
appearance, due chiefly to the 
attenuated index finger, which 
sticks out as though in the act 
of pointing. 

The Clasping Test calk 
attention to this pointing index 
finger in cases 3\here at first it 
IS not e^ddent {Fig. 439) 

In a recent di\"ision of the 
median neix’e, the follcn^ing tests 
will be found the most reliable : 

The Lesion is at the Il’nrt. — Test the abductor pollids. The 
action of this muscle is to take the thumb away from the index in 



not described already : — 
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a plane at right angles to the palm. To test for the integrity of 
the muscle, lay the hand flat upon the table, palm uppermost, and 
ask the patient to touch 
with his thumb a pencil held 
perpendicularly above it 
(Fig. 440). 

The Lesion is at the 
Elhotc.-^ln addition to the 
above test, we ask ourselves 
the question, “Can the 
patient flex the terminal 
phalanx of hts thumb ? ” 

To test the integrity of the 
flexor pollicis longus, the 
thumb is held firmly at the 
metacarpO'phalangeal joint's© 
that no movement can take 
place there; then the patient 
is instructed to bend his 
thumb {Fig. 441). 



ULNAR NERVE 

The ulnar nerve controls the fine movements of the band, an 
example of which can be seen in the delicate fingering of the pianist. 
In a long-standing case of complete division of this nerve the hand is 
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obviously wasted and the iingers are flexed. It nearly approaches, 
but is not quite, a true claw-hand. In contradistinction to the median 
ne^^•e, where the brunt of the deformity' falls upon the index finger 
{see p. 300), it is the little finger which is characteristically thin and 
pointed. Often this deformed little finger is seen to be crooked, and 
the patient complains that it catches in e\er)'thing. 

A test of great utilit}* in recent injurj' of the ulnar ner^'e is the 
test for paralysis of the interossei. 

The Card Test for the Integrity of the InterosseL — ^Ask the 
patient to hold out his hand, keeping the fingers absolutely straight. 
Take a piece of stiff paper and insinuate it into an interdigital cleft. 



Fit. *4i —The card lot. Il n cwntial for the pecimi to keep the 
hn^en quite 


Ask. him to grip the paper bettveen the fingers. It is essential to see 
that there is not even the slightest degree of flexion. Commence the 
test on the sound side, and notice the considerable resistance that 
the clasping fingers offer to your pull upon the paper. Now apply the 
test to the affected side. The grip is so feeble that the paper just 
slides out of the cleft (Fig. 442). 

KLUMPKE’S PARALYSIS 

The result of an injury' of the first dorsal nerve. It may 
follow a dislocation of the shoulder-joint or a violent upward pull 
of the arm, such as might be revived by grabbing at a ledge while 
falling from a height. There is paralysis of all the intrinsic muscles of 


Madame Kiumpee, >859.1927, French -Vemtagut, 
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the hand, and a true claw-hand results eventually. It is necessary 
to look for paralysis of the cervical sympathetic (see p. 304), which is 
fairly often implicated in this lesion. If the cervical s}’mpathetic is 


involved, it indicates that the 
lesion of the first dorsal nerve 
is near its exit from the inter- 
vertebral foramen, and there- 
fore m an inaccessible position. 

443 — Tbf J»ft MTn> » brU 
in th* ■ pobcernsn** tip ' position 

ERB’S PARALYSIS 
Erb’s paralysis is due to 
an injury of the fifth and sixth 
cervical nerves, and usually 
occurs in babies after a difficult 
labour. The arm is held in 
the characteristic ‘policeman’s 
tip' position (Fig. 443). 



CLAW-BAND 

A true claw-hand (ntain-en-griffe) is found m several conditions, 
a list of which should be known. The cause can then be found by a 
process of.elimination. 

Causes of Main-en-griffc. — The following conditions give rise 
to true claw-hand : — 

j. Lesion of median and ulnar nerves at the wrist. 

2. Lesion of the inner cord of the brachial plexus. 

3. Klumpke’s paralysis. 

4. A late and severe Volkmann's iscbamic contracture (see 

P- H^)- . . 

5. An end-result of a neglected suppurative tenosynovitis 01 the 
ulnar bursa (see p. 136). 

6. Syringomyelia. 

7. Progressive muscular atrophy. 


Wilhelm Ebs, 18*0-1921, Frojeuor of lUtdiaiie, Htiietbag. 
Bjcjmso vov VwiarANN, iSso-iSSg.Frvfastr rf aujwJvHan* 
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A complete lesion of the ulnar nerve of some standing (Fig. 444) 
results in a claw-like hand, but unless the median ner%'e is involved 
also it cannot be called a true claw-hand. 



Fig 4+4— A claw-band muinnc from romrdoe dtvtiiwj of the olner nene. 


PARALi'SIS OF THE 

In huigical practice a lesion 
most frequently * — 

1. In KJumpke’s paralysis. 

2. As a complication of 
nounds in the neck. 

3. ■\Vhere the nen-e is in- 
volved in a malignant neoplasm. 

Examine the eyes ; there 
is pseudo'ptosis (Fig. 445). 
The upper lid is only partially 
drooped, for the sympathetic 
ner\'e supplies only . one-third 
of the levator palpebrae 
superioris. There is myosis — 
the pupil is contracted on the 
side of the lesion. There is 
enophthalmos — the opposite 
of exophthalmos — because of 
paralysis of Muller’s muscle. 
Anhidrosis (absence of swrat- 
ing) is present on the side of 
the lesion. This is difhcuU 


CERWCAL SYMPATHETIC 
of the cervical sympathetic is found 



Fig 445 — ’Pu«]t¥is of comcal fTrnpothotac. 
Note the ps«udo.pti:.s». enophthilmos, and 
fHomaVa ayndromE.) 


JOH5NV15 MU-LtR. I?0i-i8s8, Pn/uior itf vtnofoaijr ml nfnofog}, Boim. 
Jouvet FMmsiCH HOK-VTS, jSjj-i 8S6, Qf*r*af»tal«s3, Zurich. 
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to demonstrate, but if the patient can be persuaded to eat a cayenne- 
pepper sandwich, it wiJJ be noted that sweating occurs only on the 
non~affected side of the face. 

CERVICAL RIB 

“ Widows who take to washing ” was Sir Henry Head’s aphorism 
to describe the type of individual most commonly afflicted with a 
cervical nb which is giving nse io nmpioms. This remark certainly 
aptly summarizes the fact that the condition is more common in 
females of middle age, and that the manifestation of symptoms is 
favoured by unaccustomed occupations 



Fig 446 .~PiIpatin{ a ccmcai nb Tht ins«< tt>ow> Ui« radiopapK of thit cue, ch* 
etrncal nb outbnecl 


When a cervical rib is suspected, the neck should be palpated 
{Fig. 446). The transverse processes of the cervical vertebra are 
located by palpating deeply behind the sternomastoid, and these 
transverse processes are followed downwards as far as possible into 
the root of the neck. The head, of course, must be inclined well 
towards the side which is being examined, in order to relax the 
musculature. 

A palpable cervical nb rarely gives rise to painful symptoms. 
Rather it is the unobtrusive variety which causes the tingling, 
numbness, and shooting pains down the ulnar side of the forearm. 
Raising the extremity tends to afford relief; pulling on the arm in 
a downward direction often intensifies the symptoms. 
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The hands are examined and compared, especial note being 
made of any wasting of the thenar eminences. . Test the abductor 
pollicis (see Fig. 440, p. 301), which is affected early in this condition. 
Sensation should be tested otxr the hand and arm. It tends to be 
lost over the ulnar aspect of the forearm. Another sign of \’alue is what 
may be termed the ‘piano stretch’. In a well-established case the 
patient finds difficulty in \TideI3' spreading the fingers and thumb. 



Fig 441. TesQn< (at < ufulw tnvolmncM in (cmal rib. The pulse u toted fint 
mUi tlie am noderaidr raised, and aerondlir with the am liiUr deprtased. It the lih is 
preasinf on the subclsrun arten . the pulse will become feeble when the inn is depressed. 

The Sign of Vascular Involvcmeat. — If signs of nei^e inToh’c- 
ment favour the diagnosis of ccrs’ical rib the %‘ascular sj’stem should 
be in\estfgated also. Feel the puke with the patient’s arm slightly 
raised (Fig. 447). Then forciblj' depress the arm. If the pulse is 
obliterated or weakened perceptibly, it signifies that the rib is com- 
pressing the subclarian artery. 

The Scalenus Anticus Syndrome. — ^The signs and svTnptoms of 
cer\'ical rib can exist vritboot a cervical rib being present. ^Vha^ is 
known as the scalenus anticus sj’ndrome is now well recognized; the 
scalenus anticus compresses the lower cord of the brachial plexus 
and/or the subclavian arteiy and, in fact, it plap the part of a cer-dcal 
rib. 
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CHAPTER XXX 

EXAMINATION OF THE BLOOD-VESSELS OF THE 
EXTREMITIES; THREATENED AND ESTABUSHED 
GANGRENE 

VARICOSE VEINS 

Trendelenburg’s Test. — The patient Hes down, and the limb is 
raised to. allow the blood to drain out of the 448a). The 

thumb is placed fir mly over the saphenous openingvavhich dies in. 
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below and lateral to the s pine of the p ubis. Still keeping 
pressure o%er t his p oi nt, lo wer the limb_and^nstruct_the patient to 
stand {Fig. 448^). The pressure b then removed suddenly. If 
the \eins fill i mm ediately, it is obvious that the ^'alves Jn-the 
saphenous vein are incompetent, and the sign is positive {Fig. 448c). 
A positive Trendelenburg test is an indication for Trcndelenbuig^ 
operation. 

Trendelenburg's Test idth Cmstriction. — ^Thc veins, having been 
emptied by elevation, a piece of bandagejs used to constrict the upper 
part of the thigh. With the c onstricting bandage held in p osition, 
the patient stands. Should the \'aricos e veins remain emp t y ‘for a 
minute the test is negative, that is, the communicatin g veins ar^ rom - 
petent, and no blood cxcapes through them from the dcep^to the 
superficial systems (Homans). 

Varimse ^ei ns m ay be p rimary or secondary^ a n d it hchnxpR n s, 
especially in bilateral ■cases,_to exclude the possihility_of a pelvic 
tumour, notably pregnaacy. 

EXAAUNATION OF PERIPHERAl. ARTERIES 

Feeling the Pulse in the Lower Extremity. — Ty ling^ the pulse in 
the low er extremitj’ is of considerable importance to the surgeon. The 
student ts well advised to practise thb accomplishment in_-t he case 
of the smaller art eries in nomial subjects. Sooner or later the practice 
he gains thereby will stand him m good st^d. When in doubt as to 
whether a pulse in the di stal part of the lower extremin’^ is really being 
felt, or whether it is the examiner’s own arterial beat_w hich is being 
appreciated by the finger pulp, simultaneously palpate the patient’s 
ra dial pul.<te ; if the latter synchronizes w ith the doubtful pulse, this 
IS the patientb ! 

The pulse should not be regarded as a bsen t until examination 
has failed to detect it in a t horoughly warm limb (Sir Thomas Lewis), 

Tlie anterior tibial pulse becomes superficial ju^t above the 
level of the ^Ue-joint , and it can be felt midway between the two 
malboli. 

The dorsalis pedis pulse. The toes a re grasped lightly in the 
left hand so as to st eady the foot . The artery lies betwefn the tendons 
of the extensor hallucis longus and the extensor dlg itomm longus 
muscles. Using the tips of the thir d and fourth fingers the beati ng 
of the pulse is sought in the groove between_the firsthand second 

Friedrich TrendelenbcrC, 1S34-1924, Pn/cmr of Surfewf, Letpag. 

John Homan's, Cctitmp<irari Prvfator ej Surtm. Harvard t/arvtritt}, V.S.A, 

Sn Thomas LEvns, Corttrmporari Phyiiaati, thmmuy CoOege Haiptral, London 
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metatarsal bones by sliding the fingers upwards in jhe.grQ ove t owards 
the ankle. The arter>’ Is usually felt just lateral to the tendon of 
the' extensor_hallucis_lQngus-at the proKi m al end of the space {Fig. 
449), the pulps of the fingers being directed slightly towards the first 
metatarsal. The artery is someti mes absent, 
and therefore absenc e of its pulsat ion, is^value- 
less unless CQrrpborated by other signs of 
obliterative arterial diseas e. ' ^7 

The posterior tibial pulse should be acces- 
sible about half-way between the back of the 
internal malleolus and the inner side of the 
tendo Achillis, especially when _the_Jbot. is 
dorsiflexed. This artery is sometimes difficult 
to feel and I do not place ab soJutC-reUance 
upon the ab sence of its pulsation . 

The popliteal pulse- can only be detected 
satisfactorily with the patteni lying on his 
face and the leg in the position shown Jn 
Fig. 408, p. 278. 

The femoral pulse »s not always easy 
to feel in a well-covered individual. Palpate 
rather deepij^'below Toupan 's Ijgament^ mid- 
way between the anterior superior iliac spine 
and the symphj'sis pubis. 

Occlusion of a Main JPe^beraLAll«iy-by an Entbojus. — Often, 
if the diagnosis is made within six to ten,hourj,.it is possible to remove 
the embolus with considerable hope of success : hence the importance' 
of examining the patient immediately. We will consider the case, of 
an embolus arrested in the femoml artery. 

Observe the limb. It is anxtoic, but a pa tchy , mottled cyanosis 
is in evidence. 

Tesfthe local je mperature (see p. 5). 

If the pulsation of the femoral arteiy can be felL^bviously the 
embolus lies below this point. Fee! foj the dot^alis pedis and the 
posterior tibial pubes. Jn selected cases turn the patient on to his 
face and endeavou r to elicit the p oplit eal pulsation. If it is obvious 
that the circuTanon is deficient below the knee, sterilize the dorsum 
of the foot with spirit and prick th e skin, with a sterile needle. If 
there is little or no b leedi ng, proceed at once to ausci^tate the 
femoral artery. 


Fig M9— To p«lpit< 
ihed»R*ti*p«<)» *ncrytUd« 
ihc Sntrr up the Sret inicf. 
uttcous tpicc and the ertery 
<«ill uaualty b« felt neertht 
hue of the epaee 


Francois Poupabt, i 
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The Auscultatory Test . — Temporarily occlude the femoral (or 
brachial) arterj’ at the root of the li mb \rith the pressure of a sp h\gmo- 
manometer cuff, if a\ail3ble. Alternatively, instruct an assistant to 
compress the artery with his thumb. A s tethoscope is applied _at 
various points along the course of the artery', from_above downwarHs . 
After releasing pressure the booming of the retu rnin g ferial flow 
will be heard until the site of the embolus is reached, when there is 
an abrupt cessation of sound. (R. J. Last.) 

The Fork Test . — ^Take a dinner fork, examine its prongs and 
see that they are level and blunt. Wth the patient in a good light 
draw the fork dovviTtKe front of the limb towards the foot. Repeat 



F>l. 4J0<~Tm 1ji« fat rmbole«t<im« 1 An <n^<du> bnamr lodged En iKe conunoa 
femoral uttrf fon>.aght houra before the paueni'a admiuion lo faoapital. lie pattest 
•rii a yourif woman with mitral atrnosn. 


the process on the inner and outer aspects of the limb. Ask the 
patient to roll over, and draw the fork down the back of the limb. 
Vasomotor stripes appear. These can be made plainer by rubbing 
the part with~r nbist gauze. Stripes fading at a certain level indicate 
the site of failure of the ci rculation . Probably the embolus is arrested 
at the first bifurcation of the artery above this point. 

If the patient has an embolus lodged in the main artery* of a 
limb, to delay a few hours is to await inevi table loc^ death (f/g. 4io)- 
Oblit erative Ar terial Disease. — This is a frequent caus e of 
defectiv e peripheral arcuT^dn~and threatened gangrene. 

The Buerger test is a practical clinical test. It should be per- 
formed in b road. dayligh t^ The patient lies on his back, and lifts 
both legs high, keeping the straig hr. The legs are supported 


Raymovd J I.AST, Contfvip^trary Siffgfm. fioolwwo Cmrr«. Somlh Aturralta 
Leo BvraCEK. Contrmporer} Swr/rrm mJ LVebcuT. Bnnx Haipilal, Anr Sork 




A. 6 

Fit 4]( — Bunicr'ttnt A, PtUftroftht involved fool in the elevated portion . 

8, Cyanotva of eame foot in the dependent poiiuon 

blood-supply to the limb, the sole of the foot assumes a cadaveric 
pallor. The feet are Iou’eredjjMd_ the 
patient adopts a sittiog" posture, fn 
two or three minutes a mddy. cyanotic 
hue spr eads ove r the affected foot 

{Fig. 4Si). 

Examination of a Case of Estab- 
lished Gangrene. — A patient u'|th 
gangrene of a portion o f an extremity 
is pre sented . We wish to know the 
probable cause, and to ascertain the 
condition of the circulatio n above th e 
gangrenous area. Inspect the hmb 
ISote par ticn'iarly the area between 

the living and the dead tissue {F^. ,5* _gemu gangrene 

452). Decide if the pr^i-oot i<i inf^W 
or ' d0:'. 

Lay the hand u pon the surface o£ the.skUJ above the gangr^us 
area and observe if iL,is_j:t3ldct than it shout(i_be. 
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An atheromatous temporal arterj' can often be seen ; feel the 
pulse at the wrist and at the temple and note the thickness of the 
arterial Avails. 

Return to the limb, palpate the main artery. In cases of doubt 
its pulsations can be compared with those of the corresponding artery 
of the opposite side. 

Test the ,urine for sugar. Most eases of gangrene are due to 
arteriosclerosis (senile gangrene) or diabetes, or both. We will refer 
briefly to the evtammation of other varieties. WTien puzzled as to the 
cause of loc2l_death.5n a given case it may be helpful to ask oneself 
a few questions : — 


Is it Frostbite ? {Fig. 453). On one occasion during June I was 
confronted with a case of gangrene of two fingers in a man who 
described hi mself as a m eat_PQrter, Further inquiiy brought to light 
the fact that he spent his working days in a refrigerator I 

Is it CarboHe Acid G attgrene ? Even a weak solution of carbolic 
acid occ asionally ca uses gangrene when appli^ lorally for some time. 
Inquire whether the chemical has been used as a dressing. Examine 
the urine in a good .light. In carbolic acid poisoning i t is often smoky 
or dis tinctly _d ark-brow:D. 

Is it Thrombo-angiitis Obliterans ? Such a condition is to be 
suspected when the patient is a_man (95 per cent of sufferers are men) 
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between thirty and forty , or even younger, w'hose arteries appear to be 
supple and in vvhom other causes gangrene have been eliminated. 
Persistent paxpnychia-of the great toe is a co mmon pr5£urs_pr. 

Is it Raynaud's Disease ? {Fig, 454). — To diagnose Raynaud’s 
disease the typical spasms must be observed. There are two varieties 



Ti$. 4 ;^ — Rsyiiaud'c disMw. •paon uiducwl b} th« panent dipping 
btr b*nd> m KC-culd «*t«r 

of this affection. In the first t^^^igit s become paroxysmally ash eji 
white ; In the other they become blue. One max no t be prese nt 
when an arteriaspas m is in progress ask the patjent to put one hand 
(the comparatively normal one) into cold, t^ ter. Sometimes the cold 
immersipa will initiate an attack. 


RATMAOP. fSj 4 -jS 8 r. Physutan, Hfpitti Lanieuiir*. Paru, 
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GAS GANGRENE 

A wound is infected a nd angr y ; the infection is sprrading. 
Observe the temperature chart ; the pulse and temperature are both 
raised. In advanced cases the fades is somewhat c haracteristic. 
The expression is anxious ; the complexion is muddy ; the sclerotics 
are pacticularjy white. There is often a peculiar smell, w hich has 
been described as s ickly and s weetish. Gas gangrene spreads along 
the muscle planes . Test for crepitus over each group of muscl^ in 
the vicinity.. The sign is usually n ot apparent until the condition is 
advanced. 
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CHAPTER XXXI 

SOME SIGNS TO CONFIRM A SUSPICION 
OF NEUROSIS 

As in medicine, so in clinical surgery, it is often necessary to confirm 
a suspicion that the patient is neurotic, and the following tests are 
among the moat helpful in this respect. 



1 . Test the knee-jerks. They are likely to be exaggerated. 

2. Touch the soft palate with a blunt object. Normally, this 
will cause the patient to gag, but in advanced neurasthenia and other 
neuroses the reflex is entirely absent. 

3. The corneal reflex may also be tried. Sometimes it is absent 
in this condition. 
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4. The handle of a knee-jerk hammer or other smooth blunt 
object is drawn evenly over the skin. Shortly aftenvards, in a patient 
with an unstable vasomotor q'stem, a red line appears w hich, in well- 
marked cases, may amount to a weal. It is possible to write a word 
in this manner; hence this phenomenon is called dermatographia 
lf>s- 455 )- .... ' 

Perhaps the most difhcutt neuibsis with which the surgeon has 
to contend is the hysterical joint. TTtis usually takes the form of 
‘locking’. The joint is fixed in some degree of flexion. It is some- 
times possible, by suddenly diverting the patient’s attention, to release 
the joint and extend it. 
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GLOSSARY OF ANATOiaCAL TERilS 

Of<i Tfr/af/ioJagy Birxiinsham Revision of Ihe BJV^ 

Licamevts, Tevoons, etc. 

9 Poupart’s ligament Inguinal ligament 

274 Posterior crucial ligament . - . Posterior cruciate ligament 

374 Anterior crucial ligament . Anterior cruoate ligament 
276 Internal semilunar cartilage • Medul aerwlimar cartilage 

276 External semilunar cartilage Lateral temtlunar cartilage 

276 Internal lateral ligament of Medul ligament of knee-joint 

knee-ioint 

309 Tendo AchiHis Tend® calcaneus • 

Muscles 

172 Erector spinie .. . ..Sacrospiaahs 

304 Mailer’s muscle < •• Deep lamella of levator palpebrte 

supetions 

306 Scalenus amicus Scalenus anterior 


Neuroloov 

203 Geniracfttral nene . .Genjiofeniorsl nert’c 

269 Great sciatic nerve • Sciatic nerve 

270 External popliteal nerve . • Lateral popliteal nerv'e 

^96 Musculospiral nerve Radial nerve 

299 Long thoracic (nerve of Bell) Nerve to semtus anterior 

299 Axillary nerve Circumflex nervie 

303 Inner cord of brachul plexus.- Medial cord of brachial plexus 

3C0 Loner cord of brachial plexus .Posterior cord of brachial plexus 


OSTtXtt-OCY 

21 Intemal condyle of femur Medial condj’le of femur 

53 Sphetio-maxillary fossa . Pterygo-paiatine fossa 

55 Maxillary antrum MaxtUary sinus 

56 Ascending ramus of mandible. Superior ramus of mandible 

59 Horizontal TSinus of mandible. Body of mandible 

73 Eustachian tube.. . pWryngo-tympariic tube 

73 Mastoid antrum . . T>^patiic antrum 

140 Semilunar bone. . . Lunate bone 

259 Great trochanter . . . . Greater trochanter 

277 Internal malleolus . . Medial malleolus 

293 Vertebra projmnetts, . .. Seventh cervical vertebra 


Genital System 

151 Mons veneris Mods pubis 

igS Cowper’s glands . .. . 8«Jl«>-ureJ)iraJ glands 

S gSbS "SI”' 

208 Hydatid of Morgagni . . . . Appendix of epididjTnis 

234 Eallopian tube • Uterine tube 
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Pagt Old Terminoiogy Birmingham Rertston of the 

Lymphatic Ststtm 

78 SubmaiiUary lymph-glands-.... ...Submandibubr lymph-gUnds 

Dhxstite SysTZM 

39 Anterior pillar of fauces-... .Palatoglossal arch 

44 \Vharton‘a duct Submandibular duct 

49 SubmazilJary gland— .Submandibular gland 

50 Stensen's duct. Parotid duct 

i6g Ampulla of Vatet- .....Ampulla of bile-duct 


SuBcicAi. Makkincs, Spaces, etc. 

II Scarpa’s triangle Femoral triangle 

49 Submazillary triangle. ............ .Digastnc triangle 

7^ Suprameatal triangle of hfacewen ...Suprameacal triangle 
105 Costocoracoid membrane........ .. .Clavipectoral fascia 

144 External abdominal nng ...Superficial abdominal ring 

145 Internal abdominal nog Deep abdominal ring 

U6 Hesselbach’a mangle Inguinal triangle 

l8a Pouch of Douglas Reao-utenne pouch 

aog Scarpa’s fascia Deep layer of superficial fascb of 

anterior abdonuaal trail 

244 Ge&ltocmral fold Fold of groin. 


BlOOO-VASC^LM SVSTXSf 

75 Lateral ainus Tnnsterse sinus 

147 Deep epigastne artery Inferior epigastric anery 

tja Internal saphenous tein Long saphenous rem 
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INDEX 


PACK 

A bdomen, examiMUon of. m cctopw 

gestation . - . . - aj4 

general pnncicle* (fi*s a4a-2A7} • 'M 

— inspecuon of {see niuier Inspection) - i6a 
— measurement of, u> mteanna! oBstme- 

tion m aged (fif 34S) - - - aig 

— paJpanon of (rre tinder Palpation) 

— percussion of (eee wilder Percussion) 

— staining of. in eholecyaima - - - |66 

— sueUing within, examinatian of (Figs 

agS-ast) . .... is8 

Afedommal and pelvic iniunea (f)gt JSS- 

36s) » 3 S-a 47 

— cancer, eongeniMl >t)wlioce)e and • 313 
— conditions, acute eommon</)g» j*T- 3 mJ 

»>3-»J7 

— — — po«t-op*ra«ive (fift 374, J7s> • »5* 

— rater (Ftjt. j66“375) • *48**5* 

— — non-aeuta (Pigs »4*'»7a) - iS4"H* 

>* dwtefttion in trauinatie rupture of 

— musculature, methods of putting into 

action (Pigs aeS, a4o) • - • i»8 

rrepirenoti in spinal fnions • • apg 

*— nng, external, palpation of (Fig. xx«> 145 

— ngi^ty in inmasuscrption m an anfani 

(Fig isej *31 

■*■ '*■ method of oveicomuig in palpation 

(Fig *44) «S* 

— — in perfcrsced gascmduodenal ulcer > 233 
— — pneumococcal pentoniiie - • x$o 

— — renal injury - . . - . x»t 

— — traumatic rupfum of spleen . . ajp 

Abdonuno-thoncic rhythm, altered, m 

scute abdominal conditions • • *13 

Abduction at )sjp-joint, testing of (Fig 3*2 
— shoulder-pint, testing of (Fig 193) - irg 

Abductor polUcta in cervical nb > • 306 

-* — median nerve lesuma (Fig 440) - 300 
Abortiort, tubal . - . . . 454 

Abscess, appendix (fig 337) ... 220 
— ’coUu-atud' (Figj. 123, ii6) - - 82 

— denfa), rnimos due to ... 38 

— in groin from Pott'e disease via psoas 

sheath (Fig *41) - - *153 

— ischiorectal ------ tSg 

— paraphairngeal ----- 40 

— peode penuteUisal - - - . 400 

— pennephnc (Fig *9*) - - - 192 

— pentoosiJlsr .... - 40 

— penutethral - - aoo, (Fig 3 «*) *»> 

— popliteal ... - - - 279 

— psoas, auctuanon 11s (Fig >3) - • 9 

— renal, posterior projection in - - 19* 

— letropharyngeal (Fig 6 o) - - - 40 

— aobdiapbragmatic (Fig j8a) - • 116 

— tuberculous, connected with cemcaJ 

vertebra, testing fluctuation (Ftg 9) 7 

— rb (Fig 180) - - - - IIS 

Acholuric jaundice . - - - - 168 


Achondroplasia (Fig 42^) ... 

AcnitniivcIaTicular joint, oateo^arthritis of 
(Fig 190) 

Actosniofi process, detetmitung relationship 

of (Fig 188). 

fracture of (Fig tgi) - 

Actinomycosis of neck (^g gi) 
Adduction at hip jmns, testing of (Fig 38;) 

— shmiUer-toint, testing 0/ (Fig 194) 
Adenoma of thyroid (Figi 134, 13s) 

— umbitical (Fsg are) ... 
Adhesions around ahouldet -joint, ditTerentja 


Age. putse-raCe iJi roJaenm to - 

— ID tclation to causes of acute re 

— reapintory rale u» relation to 
Anmua, spirotc, enlarged spleen u 


*«$) 


(Fig 


Anaaiheaia, palpation under, m mmssustep. 

t«on in infant - • • >2. 

Anal fissurt ... igt, (Fig ggt) |. 

— tphuierer. koi of ton* «f » 

Anasarca timulaiing eiuavasation of ui 
Aneurysm, dysphagia due to - 

— sign of (Figi 28-30) • 

I AngiA*. Ludwigs (Fig 43) • • 

‘ Angle of Louia (Fig 13*) • • 

AgiMront in cervical sympathetic partlyaii ; 
AriUefs) in dilTerentnl diagnosis of tnatsrea 

— fraentrea about (Fif, 41a) * 

Anlryloglotsis (Fig 62) • 

Ankyloau of msndibuitr joint (Fig go) 
Antersorfontanelle, axanunationot (Pig 97) 
Antero-poscenor movement of knee 

testing for (Figs 403, 404) ' 

Anthiae, cuUneous (Fig 39) • 

Anus, sutussuscsphon protruding 

diagnoaia from rectal prolapse (fig 


Auto) tc 


3Sx) 


(Fie 389) - 

spmat disease (Fig 43») 

Appetidicitia, acute, atypical caae 
— ' — diagnosis from acute cholecysti 
— peifonted duodena] ulcer 


344) 


postKiperative progress 
_ — — of early case (Fcgt. J27-73S> 

~ ditcmic. exammaiion of a case - 


'.cat vertebral lesiorw 


mi 
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Buisitis, radial 
— tdnar (Fig 3J4) - 
Butim, Sif Ifenrs'. on 


- 136, 137 Cdhibtu - - . . 

- 136, >37 — of face 

aoExrficial — wbil (Fig 4a) - 

- 4 > Cere{>eUar tumour, cranial p 


Calculu.to biliaiy. mamaU in»«»tine eauaini 
obarruction - - - . - 

— recUiTcnt patpation of thyroid >rr 

— Utnecic tenderness in (Fi» 337> 

— vesica! palpation of - 

— U harton a duct obsrructtci by 7a, 

7* 7S) ... - 4' 

Callatvay « test in dislocated shouldet 
(Fig 186) 

Campbell de ^fDf^an apota (Fig 373) - 


— involvtnj eervical syitipaiKetie nerve • 

— of kidney. taneoceVe and ... 

— filer, eaaminacion for enbreemeM in 

(Fit *««) 

— laMifecotu duct ..... 

— liryngtal. cenictl Blends m (Fig ii}) 

— of Joiver lip (Fig la) • 

— cesophagut, ilyrplia;ia in . . . 
~ primary, search for in cases of bone 

twelUnga (Fib *») . . . 

— of prostate ...... 


— teibe meriitssei from (F‘g fab) • 

— umbilical (Fig * 73 ) • - • • 

— of upper jaw (Fibi 8a 84) . . j 

Canceraua gUndt of neck (Fig 123) 

Caput medusa; efllarBemroi of inns from 

umbilicu* (Fig J«> . . . 

— — in portal obstruction ... 
Carbolic acid gtngfeeig .... 
Carbuncles and boils .... 

— of upper lip, cavernous ainus Ihromboaia 


gue (Fi/ 67) . Sj 

interossei paralvaii (Fig 442) 
8. D W , on tender iib cartilage 


j Cerebral compression, acute (Fig. 104) - 
I — itncacKin (Fig rog) .... 
t — (ocaliiaiion m pre-RoUndic cartes 

(Fig 104) 

Cervical (aea ofio Neck) 

— glanda, removal of, spinal accessory 

— lytnph.glatids in examination of lips - 
palpatios of (Figi iiy'iaj) - 

— — malignant raj) 

“ tu&etculbus (Fig iroj . . . 

— nb (Figt 44b, 447 ) . - - - 

«— • swellings sternomastoul m relation to 

(Fig rt« 

— aympathetu: paralysis of (Fij 44s) - 

(Figs 47 », 4J3) .... 

— — wbCTCuJoua abace« reivitcitS rwiJ). 

testing fluctuation (Fig 0) • 
Chancre. Hunierian (Fig 44) > 

— immary. of upper lip (fig 43) - 
Chapmen Granville on rising lest 10 seuia 

abdominal conditions ... 
Charcot's arthritis (Fig Sj) • 

Cheek. Uxalued iweUing in (Figi< e.ti p8t 
Chemoaia m orbiiaf oalluliiia (Fig 42) 
Chest (tea Tliorsxi 

Cholecystitis, tcuie 

~ eununaiitm of a case (Figi aS 7 - 259 ) 
Cholesterol rrysisls in branchial fluid 

I (Fig t2«) 

I Chvostek.Weist sign in tetany 
j Circumflex nerve lesions ... 

I — — — flauened shoulder in (Fig 184) 

I Clasping lest <n median nerve lesions 
I (Fig 4 J 9 i . . . - 

Clavicle, exacninstion of (Fig 180) • 


ClarbrooB, Edviin 6 on transmitted sound' 
in rupture of intestine . 

Clenching (Ftg pi) ... 
Cletgynian's knee - . . - 

Ctouuct, gland of - . . 

Clubbuig of fineers in snoxiemia (Fig 171 
Coccyx, fracture of, reclal eaaminaijon u 
(Fig 3«il - - 

Cocerdytua rectal exaitiination ui (Fig aSa) 
CtMknan, E A. on srtbntia of shoulder- 
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Compression, scute cerebrsi (/•? las) - 

— of iluc crests ss test foe fncnire of pchB 

(Fif 3St) : 

— test in fractured lib (Fig 174) - - 1 

sacTO-niae disease (Fig. }<J4) - - ■ 

Compansora, value of. in clmieal surseiy - 
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— poutiois in rectal eaammaiion (Fig a??) 
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petmsteomvelitia • • • * 

Ether to incite visible pctiaralaia (Fig 347) a 
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(Fig 64) - - * 

Gli»soph«rynge»( nerve. exsminMinn of - 
Gluteus maximus.pslpstion of lump beneath 
(/V 4iol 

Goitre Iw tf/to ThtroiJ OlanJJ 

d (Fig ijo) - . . . 






Ij't'tdO) - ** 




> in >uutui cluldreo - 
jioTnatous epulis (Ttg 5SI 

•s disease (Fm »jft-t4o) 

I ('re IngumjO 

n> or testis (fig 314 14) 

• sWin of scrotum in (Fit jso) 
vrighijiff ' ihc testis in 
mstous ulcers (Fig 46) 

1. eiiminsnon 0/ (F'gi s7-snl 
isreh for pyorehoa tn )ciint disease 


Here’s rnethod of diffcrentie 
between sciatics and srtl 
W7. 3‘>*> • 

llstkness Arthur 11, on p 
Conpentij 

HemeOAs eulcus (Fig 149) 

Held, rtsmtnstion of (Fi*t 97-105) 

ffcsd. Me ifeitrv. on eetsical r 


Km 


sMee: 






— penives!, in rupture of buHious urethn 

(hg J44) 

— petmephrte. m renal injuties . . i 

Ucenituna m renal injuries (Fit )6«) 
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— meningeal • > > . , 
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1 *0. ' 
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~ — meihods of ascertaining c 


(F'gi 
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lle>, Willum on luiilslersl ditloestic 
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Hand compound palmar ganglion (Fjg gra) 
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— cianunjtion of carpal bones (Figs aty- 


- l)-mphaneitij , 


). CTamioation oj (F^J icO. ac7> tjt 


It (Figs ai4. Mg) »43 


, , _ . paliwiion 

■round fflg i47* - 
llxeup. aigmOesnce of . 
flilton. hht\ on suppurative i 
of forrfingcr 

fltp-purK, arthnti' of. diag 
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ewKefnent m - 

— diskicstton of. gait m (Fig so) 
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fleaion in auppurating deep liim 


(Fig J«q) 


— posmtm of 1 
Hippocrates on clubbing 
Hodgfcm'a disease, enlargi 
in(F« laij- 


e (Fig it) 
if fingers . 

I cervical glam 


— ‘ obstetrician a m tetany <f)g (45) - 

— position of m Erb s paralysis (Fig 943) : 

— — rest for (Ftf ao8> - . 

— serious infections of (Figi joS-zifi) - 

— «uppurativetenosyno>ilia(Fig» a<o-3i4) 

— (oliimanns ivchiemic conttaclure (Fig 


I fftcal somitmg 


Hbmaris Friedrich, on Tr 

Hotaley’s sign in bead injury 
Honel Charlei N , on rupto 

Ifouaeinacd ■ kriee 
Kuroetua, fractures of (Figs. 
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INDEX 


327 


m of (Fip 

iS 

•n ot loan 


Kana’ 
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rupturt rf apJew 
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3S*) 

Keloid m bum 
3« 

KeUy’* >esJ m aaphena I'a/uf ... 
Kennon, R , on unilateral ankylosi* of jew 
Ketatitw inwralitial (fig 3»sl 
Keyes Edviard L . on urethral orifice - 
Kidneyfa) (tet eli9 Reoel) 

— clinical examination of (figt aSs-Z9() 

— congenital cystic (Fig asO 
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— malignant liiaeaae of varicocele and . 
-- palpation of (figt aBS-apo) « 

— ‘ punch Murphy'a (Fig apo) . 
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of thyroid (Fig ill) 

La Roque George Paul c 
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Law. Courvoiaier a - 
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(F«g 34I 

ipper, eaibuncle 
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of (Fig 45) - 


’ in (F,s It) 


lunle*s disease S( 

Liver, cancer of 
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~ rupnm of • - . . . 
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t*i surgical diagnosis ... 
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(Fig 
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Lymph^itta. 
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Middleton 'a method of palpating the spleen 

(Fig 264) ,52 


Milb engorgement of bnrasr - - . 
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Afurpht.J R , on tmilarerai ankj loazs of ran 58 
hfurphi's * kidnrv pundi’ (Fig 20o) * 191 
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IN Hiage 234 

— graminanan of, m )aenpji«il rnee 

lesicra ...... 296 
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— — - m soune children (Fig 33S) 

of breast (Figs iS3-t5« - 

cersscal lymphatic glands (Figs 117-123 

Mb (Fig 446) 

— clavicle (Fig 189) ... 

— Cowpeta glands (Fig 490)- 

— eitrsnal abdimunal nng and mgumtl 

canal (Figs 22S. 229) . . - 

— m femoral fiemu (flg 357I - >59. 

— of inguinal glands (Fig 240) 

— ui mttttiiud obsiruriion 

— of intra-abdominal aweiling (Figi aje, 


— in miusauscepiioo in an infant (Figi 

349. 33'( ... 

— of iscbopubic ramus in frarturea of 

P«Kis<Fig 362) - • - 

kidney (Figs 486-200) . . • 

— fcnec>)oint ...... 

— lumpbeneathglutcusinaaitnuifFig 420) 

— of parotid gJand (Fret 79-St) ' 

— in perfoiated gastroduodenal ulcer 

~ of popliteal apace (Fig 408) 

~ prostete (Figs 406 297) lOj 

— rccnim (see o'lo Rectal Faeminanon) 

(Figs 174*277) • - • »78 

— relropbarytigcal abtcets (Fig 60) 

— aarrO'iltac lotra (Figr 304 3 03) • 

— aemnial vesicles <Ftg agS) • 

— shoulder (Figs 187 188) . . . 

— spleen, bimainiaj (Figs 263, 264) '■ 

— Stnwen'a <faa (FVg 81) • • « 

— stemomastoKf (f)g li6) ^ - 

— submaxilleiy aaUvarv gland (fig 76) • 

— aupnstemal notch for iracheal devistion 

(Fig tTo) 

— tupntrochfear gland (Fsg ao4) - 

— tesDde (Figs 311, 312) 

— thyeoid gluid {F>gr S31, 132) 

— toogvie, back of - - - ■ * 

— trasTS.abilominaI, of ureter (Fig 293) - 

— of uterus (Fig 283) . . - . 

— vaginal, of thickened urrler (Fig apt) 

— of 44'harton^ duct . - - - 
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ParmJysis, KluinplkC's • * • - jaz 

camca] fyTOpalhelic para3s-kis tn - 304 

djw-h»ni m - - - - - 303 

Panlyoc ilna as* 

Panpharyng^Al abscess - - - - 40 

Paraphimosis {Fig 305) .... 194 
Pmihymi sLinds. eraiTunauoR of (Fig. las) ^ 
Para-^imbilical hernia (Fig 270) - - IT* 

Paronchvia (Fi* 206) .... 132 

Parotid gland, eiaromation of (F.ff 77-«i) SO 

— tumour, rmaed (Fis 79 ) - • * 5 * 

Parotins. leutc suppurauv* (Fi* 78) - si 

— subacute (Fig 80) .... 51 

Patella, exanunanon of (Figi 407-409) - 277 

— fracture of (F’g 40') . • - - 277 

Patellar tap, elicitation of (Fig 402) - 273 

Facncl, tn^er zones of. in tngczmna) 

neuralgia (Ft 92) ... S9 


« (Fv« 


Ua) . • 

of (Fig ■ 


Pectoralis ma>or 




(Fig IS*) 


I abdominal injunei (Figi 3SS'^*S) 

23S-W7 

— appendiotia rectal ezaimnancm in • aiS 

— colon, tnls-ulua of. mamee adema of 

rectal wall m .... 185 

— tunour, eatbetenzaaon in diagnosa of 161 

Pchia, fracture of (Fret 3*1, 361) • • 244 

Pencil rolling teat in fracture* of tibia 

(Fig 410) 2S0 

Penile penurttbrtl ibscesa ... 200 
Penu. cxamuutiun of (Frgt 301-30$) • t»S 

— odema of, in cxtntaaaiion of unne 

(Fig 373) 2S« 

Pepee ulcer of tongue (Fig 6>) • • 40 

Pereuasion of abdomen in diagnosi of 

asciMa from oeinan eyit (Ftg a*S) 17$ 

— — perforated gastroduodenal ' ‘ - 


342) • 


*24 


le eeteomrelitis (Fig 418) • • 18s 

— 01 Diaddet in acute retention (Fig 334) ajs 

— rupture of bulbous uretbra • . Z4b 

cranial ..... 64 

^ in diaphragmatic abscess (Fig 18a) - tl7 
fractuTe,<lLSlocation of carpal aenulunar tao 

— indirect, in fracture of scaphoid (Frg 219) 139 
— * in intestina] obstruction ... 229 

— renal injuries ..... 242 

— of 


30) 


Perforated gastne or duodenal ulc 
in (Figt 3*0-343) . 

Periarticular adbnions ar shoulder, differ. 

ential diagnosis .... 
Penneal hnnatoma in rupture of bulbous 
urrthra (Fig 3#4) .... 


“ 212 I 




imbolua occluding (Fig 


Pmsobir. tarible, intetUDzl obsrrucnon 

(Fig 347) 

pslonc stera»rt (Fig 255) - - • 

runa hiccup ,n . ^ - 

euTTKscoccaJ 

— post-cperatiie 

— tuberculous, flmd thrill m (Fig. aft") - 
Perrconsdlar abacus ..... 
Pcnurethril absesj, (f7g ]p6) ... 

Pcrotioi! musclca m Sal.foot . . - 

Phelans (see Fmg^) 

PhuTngeil pixicti. dyephacia due to 
Pbot^bobii (Fig los) .... 
Phreiuc nerve in l^ions of cemcal 1 ertebrs 

* Piano atr eteb ' tn cerescal rtb 

Picker position Oj ezaminanoei of seminal 

Pigeon breast (F(g 16$) - 

Plgeon.egg ceshetra sypluline infantt - 

Pdes (Fig. a78) ... - 179, 

— acntmel. m Caaure-ui-ino (Fig 281) iSe. 

pinhole meatus ..... 

Puma, esaiTunanim of (Fig 106) 71 n s 

piitmg on presauxe as sign of iriiemi 

(Fag 7) - 

Pumllo on patpitMn of thiroid gland 
Plantar srans ...... 2 

Plounrs, diaphragmanc, dugnosu frora 

perforated p<pt>c ulcer . . • a 

Plummer-) inson tiTtdramc (Fig, 183) - I 

Pneumococcal pontoroM ... - 2 

Pointing left D eppnvliau* (FigL 327, 328) 2 

— — «faotec7*»bf (Fig 2$7) . . - « 

“ — diamoeis t)( inguinal from fetnoril 

hernia IF,g 236) . • • 1 

— — location of pam (Fig 3) - - 

— — petforated giuroduodenal ulcer - 2 

iwat colic (F7g aSsI . . - t 

ruptured Ditesnne (Fig gjS) • - » 

Poisorung. enrshiune, gait m . 

* Polrceman's trp * position of hand cn Erh'a 

paralrtia (F|g 443) ... 5 

Popliteal abscess • . ... 2 

— Jjervr, rzlemal, nJlmg of, 10 test 

— ’ ’ ” " * 

— space, palpatum of (Fig 408) - - r 

Pror-eunculer gUnds, palpation of (Fv 1 17) 

l^t.<^KTative ainite abdominal conditams 

(Figl. 374, 375) .... 2 

Poet a disease, spinal ngiihtv m (Fig 42SI 4' 

— frartuieHlisIoceinn (Fig 4ia) . - 2l 

Poopait's Lgament, femoral berrua and 

(Fig 234) - - . . 149 t: 

— ' — fluctuation around in psoas abscess 
, (Fir 13) 

— — in iuppuisiiog der^ ibai glands • 2: 

Pse-aisrscuiar glaials, palpation of (Fig it*) 1 

— Ijznphademtu, diagrtxa from parotitis ; 

— ulcer (Fig 10^) 

Preiin, Douglas T., on differential ditgiaisis 
of torsion of testis and epididvmo. 

Pleprallai bursa, fluctuation m (Fig 12) 
Pressure, pitting on, ** sign of «d«na 

(Fig 7)- 

— points m exaihinatioo of ear (Fig loS) : 
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.•ogr^ssive muscular airophy, cUw-hand m 
fOJcca^e cornicing - - ^ - 

rolapse of rectum, disgnotia from mt»n- 
susception protruding from inus 
<fiS 352) - . - . - 

'ropiosis m orbital ctllulms (Fif 4») - 

~ sarcoma of upper jaw (Fig 83) - 
Piottate and annexa, examinabon of fFrga 
i9fr-3<itl 


Prosthetic ’ ulcer of pans . , . 

Protrgiaihic senaation m penpharal nene 
lesions (F<e 43s) - - . - 

' Proud flesh ' around Sinus orifice <Fi» $0) 
' Prune ju;ee blood in ruptured ectopic 
gestation . ... . 

Pseudo-«dern» in hypothyroidism • 
Pseudo pancreatic cyst .... 
Pseudo-ptosie in oervieil tyiciparhene 
paralyiia (Fig 44S( 

Psoas abscess, Quctualien m (Fig 13) 

— — pointing in the groin (fVg ggj) . 

— test in eppendicitis .... 
FttnoQ, cranial percussion over 
Pterygoid museles, trigeminal nerve and • 
Puberty, acute mastitis of (Ag tdo) 
Pulmonary embolism .... 
PuUiting asveUings (Figr sS-jo) 


Pulae*race in appendicitis . . . 

internal bannorrhage ... 

— perforated peptic ulcer 

— rrisrioo W tge ..... 

Pupils in acute pancteititis (Fig 364) - 

— Mutchinson's . . . . . 

Purpura simulating intuastisception - 

Pus in actinomycosis (Ag ss, meet) 

Pywmia portal . . . 

Pylephlebitis ...... 

Pyloric stenosis, infantile, abiloiTunal palpa. 


Raynaoct'a disease, gangrene in . . 

Recesson. sign of, in Utyngeel obstruction 

(Fig *71) 

Rectal eaanunation (Figs *74-481) . 

m acute ajipendicttis (Pig 335) 

fractures of coccyx (Fig 363) 

mteatmal obstruction ... 

— — uttussuacefition iit infant (Fig 35a) 

— ' — perforated gastroduodenal ulcer • 

ruptured ectopic gestation 

— ceatecuiar disesse .... 

— palpation lo examination of prostate 

(Figs zp6, ao7) . - - 195 

— — tcchnuiue (Fig gy^-sSa) 

— prolapse, diagnosis fioni inrossuscepcion 

pratniding from anus (Fig 35a) . 

— st»n, RMssise isdema of - 

Rectovesical pouch, palpation of (Fig zSa) 
Recttun, ballooning of - - - * 

carcinoma of - ■■■ • 

— ~ aifliulaung acistica 

— hot, m typhoid feiet .... 

— stricture rf - • 

Recurrent calcuii. palpsUon of chSToid in 
Referred pain (Fig 4) . . - . 

Reflexes namintnon of, in acute retention 
— - in perAwaced gasctoduodensl ulcer - 

— spinal cord lesions .... 
Rena) (tee also Kidney) 

— angle test (fig tgo) 

— colK, pain in (Fig *83) ... 

— tumour (Fig ao»> - • • 

Residual bemaruns ifier nephrtexomy fot 

dsniaged (ndney .... 
Respmi’ona >n lesions of spinal cord 
Respirscoryexcursionsorthorex, obiersabon 


j^ADlAL bursa, relationship of (Figs 


— movements cn petforered gattroduodenal 

uker (Fig 341) .... 

— rale in ttbtion to age 

— sounds ut rupture of mteatine . . 

Kctectien cyst sif bucca) mucous xstTnbrane 

(Ag ds) 

— of unne. acute (Ag* JS3, 35*1 • 
Retranmn of nipple (Figi li). 148) 
Retrocecal appendicitis ... 318, 

Retro mammary swellings (Ag lit) 
Retropharyngeal abscess (Ag 60) 
Recractemel goitre (Ag 141) - 
Rheumansm, acute diagnosis from acute 
pCTSOsteomyeliiis - - 

Rhi «ho». abdommo thoracic, alteration o( m 
acute abdonunsl conditions ■ 

Rib<a) (tee aft® Costal Margin) 

— cartilage, lendtr, m cholecystitis 

— cervical (Agr 446, 447) 

— fnetused (Fig 174) . - - - 

— method of counting (Fig na) - 

— alippine - 

— tuberculuua abscess connected wilh (Fig 


Ridaer type of obturator 1 

Siclxts. scurvy 

' Rsebety rosary ' 

Riddo^ George, on ‘ flexor 




3eS£'S'CU5s. 
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Si^sf, L*ney'$, m tacto-tliac intatt - : 

— of local inflatnination (Figt 3»-43l ' 

— McBumffj-’s, in scute eppcndicitu (Fv. 


— Moebius'*, in toxx gatn (X« «j8> . 

— Murthy’s, in choJecjstina <Fv *sW - 

— of nccssion in laryngeal obairucUOn 

<^i? 173) 

— Rockey’i, in fracture of malar bon* 

(Fig 86) 

— Hoiames.inacuteapfkeBdicjiwfFar 333) : 

— Sae^esfcr a, m traumatic rupture of 

ajrfeen (Fie 3S7) - . - - ; 

— cf Jplajbing in gaatnc caae - • - 1 

— Stellycag'a, in rone goitre . - - 

~ Thornaa’a, in tearing hip-joint n«A»* 

menta (Figr 380, jSi) - - - : 

Ttnel'a, of ntne recovery - - ' : 

— of transmitted sound m rupture of 


Sttmum, frutute of - - - - j 1 1 

— tKOramyeliCts of, tmua of (Fig, 50) . 34 

Stamadi (see atm Gutric) 

ocute dilatation of (Figj 374. 375) . 254 

— nimicine of - . . 15, 16 

— cancer of. sign of Ttoiaier in (Fig 256) 

163 164 

Soane (enr Ctlaihal 

Stnetore of tectum ----- igj 

— urethra ' natenng-can ' scrotum due to 

<Ftf. J07) 201 

Strychnine poiaoning, gait in 
Student'a elbo* (Fig 203) . - - 130 

Subacramial buses, effusion into - - 121 

' Sul>i:iMnKn artery, compreaaain of, in 
[ cervical nb (Fig *47) - - - 306 

j Subcostal angle ui naceropiosia (Figi 252, 


— Troisier in gastno ease (Ftf gj6) - 

— Trousacau'a, m teuny (fig tgj) 

-- von Cnefa’i, in totic goitre (Fig 137) 
Signe de erachet in suppurative icnosyno* 


Sim'a position m rectal eaaminauon (fig 276) t 
Suiuf(ei) (fig* $0. St) • 

— ehrOBic empyema (Figt »7fi. 177) • 1 

— median mental (Pig 85) - • - 

prs-euncular, nitb ideer (Fig 106) • 

Sixth cerMcal renebra, leaiona at (fig 4)3) a 
Blue, diieoletation ef, ui acute pancretuiia 
(F>g 367) 

— lilutHuiation, nomial (Fit. isl 

— marking of appen6K abscess (Fig Jiot 2 

— of icronim, eaimination of (Figs 304, 


~ tnangle, Shesrsn a for appendicina 

IFig 331) 

— HeirSlichell'a ujpenpberaJtien'eieaiona a 
Slipping rib* * * ■ * ‘I 

SjMsUi: dipiegia, gait in (Fig 2>> • 

Spermatic coi^, encysted h>droc<)e of, teat 
for (Fig 2J3) . - . . I 

Spermatocele, examination of fluid (tom 


i — aatine. aunpcai emphysema after 
Subdiaphngmalic absceu (Fig 182) 
SobbjTOd tbimgloasal o»t (F'g J«) 
Sublingual desmoid cysts (fig 69) - 
SubsnaxilUry glands enlargement in primary 
rhamre ef lip (Fig 43) 

encnination of (Figr 72*76) ' 

I ■— — palpation of (Figi 117 ti8) • 
j Submental glands, enlargement in primaiy 
I ehancre of lip (F/g 43) 

I — — palpation of (Fig 117) ... 
' SuboccigMlal glands, palpation of (Fig 117) 

Subpenosleal nodes 

1 Subtcapular lympbstic glands, palpation of 
' (Figi 166, 167) . • - - 

I Surkmg pad of mfini. peisistence of 
Sugar in unne. gangrene and - • * 

[ Sulcua. Hamaon'a (Fig 160) * > 

I Superior longitudinal sinus turmonhage 


Sphincter, anal, loss of tone of - - 

Spinal accesaoty nesae leaiona of (Fig 43S) 

— column, injury to (Figs 432. 433) - : 

— tnohibcy, testing for (figr 428 429) • • 

Spine esamination of (Figi 4X7-43») - : 

SpUabing, mgn of, m gastric case * 

Spleen in acholuric jaundice - - - : 

— bimanual palpation of (figi 263, 2*4) 1 
enlarged, as abdominal turriour (Fig 26y) 1 

— traumatic ruprure of (Figj 336, JS7) - > 
Splenic anaemia, enlarged spleen in (Fg 265) 1 

— point CFig 3S7) 

■ Spot ’ or ' anap ’ diagnosis (Figi 34-}*) 

‘ Springing ■ the fibula (Fig 4 it) - - 1 

Stammera, F A R , on pre-auricular ufeer 
SieUvrag a sign in tosic goiire - 
Sienaen'a duct cxamsnsUort of (Figr So, Sr) 


I SuppuratiHg deep iliac glands (Fg 389) • 
Suppumne icnbsynovibs (Fgt 2io-'ai4) 
Siipr«c)avKuier foSM. pa1patic« of, in 
gaxme cere (Fg 4f«) * 

I — glands, palpaoori of (Figi 117 ity) • 
I Supra-orbital nnvea pressure over m 
j eatimacion of depth of unconacioui 

oesa (Fig 97) . . - . 

Suprapatellar pouch, effusion uito (Fg 379) 
Supnpubic lew. transierse enUrgemeoi 
of (Fg 16I - 

Supraapmatin. tuptuie of (Fig 196) 

*— teeidimCis, diffeirenba] diagnoaia 
Supratrochlear gland, palpation of (Fig 204) 
Sulcal dugnoeis. teven siages of - 
— cenphyaema ... - - 

crepitus of - - - - - 

SweQingftI (tee also Cvst Tumour . etc ) 
— m cheek, (ocalired (Fgs 9s, 9*} - 
— cooiMCtei) uith bone (figi aio-ata) - 


— localixed CFigi 26-38) 

— pukating (Figs 28*30) 

— reno-fnaremaiT (Fig, 181) - 

— testmg for fluctuation (Figs 8-13) 
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Sjndrome, Plumi 
— scalenus antic 
Syphilis, conger 

mhite bne 


— latent, bilateral aupratrochieij 

enUrgement in (Pi; ao+) 

— hole in palate and 

— of teatu {Figi 3U. »*■ 3*5) 
Syphilipc glosaios (Pi; £4) 




— u/elJuips, examination n 

— loss of temperature app 
S>Tingo-myeloeele. fluctuaui 


in (Pi; ot) 6* 


ca-iABES donalis, fait in • 

1 perforatutf ulcer of loot in 

(P-; 4SI 

Tamponade, cardiac (Pi; t 77 ) • - : 

Teeth, dates of eruption of (Pi;i S)> 54 ) • 

— eaimmaPon of (Pi;i $3-34) 

— Hutehiiuon a (PI; 3 d) ... 

— 'titdoni, tnamua due to crupLoo of 
TeteKopic movement in eongeruta] diiloca. 

tion of hip • « • • • : 

Temperature appreciation (eat in joint dia* 
case (Fit *4) . . . - 

— in Ktopie featation .... 

— local, teatiAf for (Pi;i 5, 6) 

— m perforated peptic ulcer ... 
Temporal muscln. fifth erinial nerve and 
Tender nb cartilage in eholecyaou* 
Tcitdemeti in acute ailpincitis (Pi; 336) 

— — oateomyeliua (Pi; 419) . . - 

* carpal bone uijunea ... 139. 

— naiTunanon of ear (Pi;i lefi'ita) 

— auppuraav e tenoaynovttis (ri;< 313.414) 

— unrtenc calculi (hr J37I . - - 

Tcndmitii, supraipinsrua, difTerential die- 

Tendon.sheatha, flexor, of hand, relation- 
ahip of (Pier 211. aiJ) - . 

Tenosynovicis, crepitus of (Ptf 18). 

— suppurative (Pin 210-114) . - 

— of ulriar bursa suppurative, claw-ltfni) 

tubereuloua (Pi; 213) 

Tenth ctanial nerve lesions, tesnzif for • 
Test (ree olio Sign) 

— • anv-a ■, m hip-joint disease (Pi; 389) a 

in spinal disease (Pi; 431) . .2 

— Buerget^s in obliterative arsenal disease 3 

— Callaway's, in dislocated shoulder (Fig 

186) - 1 

— card, for interossei paralysis (Pi; 444) 3 

— cJaapiti;, in median nerve lesions fPv 

439) 3 

— compression in fractured n'b (Pi; 174) 1 

— Dugas', in drslocaied shoulder - . I 

— IlamiUon's ruler, in dislocated shoulder 


Test, Kamath's, in exarmnatjon of abdomen 160 
Kochcr a, for scabbard trachea - . 87 

(Pr; 386) - -** - - 448 

— obturator, in appendicitis ... 200 

— Pagn't, in diagnosia of swellings • ro 

— pointuis (tee Poinling Teslj 

— renal angle (Pi; 290)- - - • 191 

^ Rmne's, in deafness - ... -6 

namg in acute abdorrunal condrtioru - 213 

•— three-glsaa, of tinne - - - • 18$ 

_ toumidurt, m diagnosis of purpura from 

— trapeze, uv spinal disease ... 293 

— Trendelenburg s. m examination of hip* 

joint (Pi; 388) - . . 265 

veins (Pi; 448) - - 307 

— two-glass, of urme (Fi; 2S4) - - 187 

•— Weber's, in deafness • - • • 76 

Tesns. carcinortia of (Pifi 324. 10. It. 326) 211 

— diseppeanng, mechanism of IPi/. J4t) eoS 

— caamination of {pi;i je9-3ll) - - 281 

— gumma of, slun of scrotum in (Pi; 3re) 202 

— malignant disease of (Pi;r 3x4. tl 

326) . - - . - • 211 

— iBsldescended (Pigr 31^3x1) - •207 

— perinea] ...... aei 

— sjgihilia oi (Fits ja+. jj. 323) - • 211 

— torsion of (p,;i 370. 371) - - • 151 

— sceighing of (Pi; 317) . - • IS5 

Testieular revacuon in cangitsMUi appen* 



— senuiion, lening for (Pig 316] - • 217 

Tetanus (nsmus in (Pi; 91) - • • 58 

Teuny (Pi;. >45) ..... 91 

Thenar (asaal space infection (Pi; ai6> • 137 
Thigh, flucruabon acrou (Pi; t> • • fi 

Thomsts sign in testing hip-joint mote* 

merits (Pigi 380,381) - • • afit 

’Dtomrson. H Campbell, on gait in cere- 
bellar rumour - . . • 19 

Thomson. John, oncongenita) Assured tongue 41 
Thomson W albcr. Sir John, on trans- 

abdonunal palpation of ureter * 193 
'Thoracic breathing in perforated gastro- 
duodenal ulcer ... - 222 

— compression real in diagncais of appen- 

— mkt, dilated veina over, in retrottema] 

goitre (Pi; 141] ... ii,89 

— nerve, long, Icaioiu of (Pi; 417) - • 2« 

— wall, cvsbc anelling of (Pi; 180) - It4 

Thorax, barrel ..... lofi 

— blast mjurvea (Pi;. 178) - - - It* 

— examination of (Pigi 168-183) ro6-ii8 

— flat 106 

— funnel ...... 107 

— iTa-rT?) ■ ■ ■ 

— - vnilstera) bujgtng of - - - - so? 

— — coniracnon of (Pi; 170) - * 

— wwida of (Pi; 177). - - - 113 

Thnll, hydatid, testing for (Pi; 33) - *5 

thvTOid (Pi; 140) .... So 
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of Uttnl cmui ui 


Thrombosis of Kiilsr^ 

pressure on beck of K 
spontsiKouj, f«lue 


Thwglos! 


M4l 


t end <um>» (fui >43. 


Th^ioid gland (ire die Court) 

edenoma (Fist »H. »3j) 

— — l?uomation in - 

— — tMiTuniiion of (Fill ijo-its) 

. — in generahaed osteilis fibrosa 

hypolhsroidiam fFig 14X) 

rotnauTation of (Fig nj) 

— ihnll (Fig >40) . . . - 

Tibia, fracture* of (Fig «io) . 

— percussion of (Fig 418) 

Tibia! pu' 


- potter 


Tmel'a tign of nervt recovery 
Todd. Alan if , on Bryant's tnangli 

— on fracture of carpel ecaphoHt • 

Tenid a tnethod of teattng integrity of head of 

radius (Fig sea) . • • 

Tongue, congenital fissured (Fig 6}) 
examinauon of (Flgt 6i-*7) 

— m imrtlinal obstruction 

»- peptic ulcer of (Fig 6t) - 
~ in relation to patient 'a genettl condit' 
(Fig jp) .... 

~ ulcer of (Figr 66, 6?) 

— in ur*mia (Fig ml • 

Tonailsi natnuistion of (Fig 60) 

Tonsillar gland, tuberculous tFig iso) 
Tooth, (irt Teeth) 

Tonran of hydatid of .6(orgagiu 

— testis (Fig» 370, 37t)- 

— otacisn cyst (Frg 36S) 

Torticollis due to stetnomsstotd 'tumour 
of infancy (Fig iij) • 
TourrlNtuel test in diagnoaia tj rutpur* 
from iniussus-epfiofi 
Toxic goitre (Figi 13^140) - 
Trachea scabbard, KochrFs test 
Tracheal deviation in concracted lung 
Transillummaiionof cyst of breast (Fig sg?) 

— maxillary sntta (Fig *5) - 

Transillumiitoseope Hamilioo Bailey’s (Far 


Tiochaiiier, small, fracture of (Fig 301) • 
Trwsies, sign of in ewinc ca»e (Fig 256) 

, Tcoiissesu's Slim in tetany (Fig 143) 

I Tubat sboitiim • • - - . : 

Thibby, A H , Gei inspection of spine 
Tuberculosis of knee quadriceps Hasting 


n (Fig as) . 


Ttanslucei 




tiagnosia of a 


.t (Fig 388) 
teose veins (Fig 44» 
suaclc, paralysis of 
s! neuralgia 


srounsl vesicirs - - - - . 

— reals (Figs 314, B,y) . . - 209, 

Tuberculous abscess connected vnth cervical 

terlebrs testing fiuctuauon (F^g 0) 

' nh (Af rSo) - 

— cervical gtanda (fig 110) ... 

— collar.stud' abscess (Fig tay, ia6) - 
I epidxdynio.orchitis, skin of scrotum in 


(Fig 309) 


r aby) - 


— pemonitis, fluid thnU 
»- lenosynovit/a of ulnar bursa ing aaj) 

Tuberosity, great, of humerus, detemurnne 
relatioiMhip of (Fig l88> 

Tuffier 'nieodote, on Atcmonirie tardiie j 
reoaV inyunes .... 
Tumour (tee olro Cancer , Sutllingi etc 

— of ctrend body (/>g jgg) . 

' crsnial percussion in * 




1 — psmiid, nuaed (Fig ro) 

pelvic, caiheterizauon m diignosii of 
* — renal (Ftg ioi) .... 

' — splenic (Fig aSjl ... 

— slemosnasloKi (Pg itg) 

— of icatis neighing the testis ui • 

I Turner, O Grey on discolorstion ui lou 

Tuelfth cranial nerve parstyais of (fig 100) 
Typhoid fever, hoi rectum in - 


aje T 7 l.CCR(!8) (lee alnitpectfit lypri) (Figi 




— testing for (Figt ce. 15) - - - >» 

— of testis testing for (Ftgi 313-31$) - ao3 

Trapere lest ui spinal disease . . - 293 

Trspeaiui paralysis of (fig 438) - aw 

Trauma (lee onoVr sftetfie vrso") 

Traumatic asphyxia (Fig i7$) - - «ts 

— tenosynovitis, site o( election of (Ftg s8) 13 

Tremor in tonic gO'lr* .... 80 

Trendtlenburg'a test in examinauon of lup 


- ads 


— — of tongue (Fig 67) 

— dental (Fig 66) . 

I — of Root of mouth 


1 — Oft (ipt (Fig J2) 

— pre-auncutar (ftg 106I 

“ r^ent (Ftg SO) - - 

— ayphilitic tertiary (fyg 46) 

— of tongue (Figj 66 67) 

pepue or dyspeptic (Fig 

— tubeirulous ... 

Ulnar burse, reletionshipe of (Figs 

— — ren oay sroixPs of suppurative c 

hand a* end result 

tuberculous teiKjay noviUS of (Ftg 

— buieitta (Fig *14) - - - - 

— nerve, leaionj of (Fig 44a) 

thu, hand in (Fig 444) - 

(Jmlnlical adenoma (P\g 27*) - ^ 

— cartinoiTii (Ftg ayy) • 

— herma (ftgi *70 a7i) 

Dmbilicua in achondroplasia (Fi 

— discoloration of - 


« 3 ) 
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Umbilicus, eximuiation of (Fi«> 175 

— unfolding of. in mtestinsl obstruction - 175 

— tenous rngorgcment troond - • 176 

Unconsciousness tftcr head m;ury , estiTiating 

depth'of (Fig 00). a - - 64 

Urachal fistula discharging at umbilicus . 177 


Vertebofie), cerrical. injuries at vanous 

lesels (Figt. 432. 433) - . - : 

— tturd cervical, tubercuioui abscess con* 
neciedwich,temng(liictuacxm(Fig 9) 
3«siciilar massage (Fig. 301) - - - : 

3iasoa (nummer-MRSoo) fjmdrome (Fig 


Ureter, palpation na vagina (Fig a94) - I9J 

— trans abdominal palpation of (Ftg aoj) 19} 
Uretenc calculus, tenaemesi in (Fig 337) ai9 

Urethra, bulbous, rupture of (Fig j&i) - 446 

— innrapelnc rupture of (Fig 365I - - *47 

— atneture of, ‘ sratenng-ean ‘ acrotum due 

to (Fig 307! »oi 

Urethntis. eaarmnation m case of suspected 

VD ------ aoo 

•* posterior, proetauc rna&aage as test for 

(Figi 300. 30«1 - - - - 1*8 

— _ tuo-glasa lest of unne in (Fit 284) 187 
Unjury organs, clinical examinanon of 

(F'fi 284-293) . - • 187-194 

Urtne. acute retentiori of (Figs 333 3S«> ajs 

— blood in. in rtnat uijunei (Fig 3fio> 442. 144 

— in carbolic acid Kangrene • • -312 

— esiminauon in boili and carbuncles • 28 

— eitr»ea2ation of (Figi 372. 373* • 233 

— — in mtnpelme rvpturo of urethra 

(Fv 3*3) 

~ lugar ui, gangrene and . • • 31a 

— leating of. in examination of 701m 

disease -•••-. 19 

— thrae-glise leac • . . • . 18$ 

— tsro-glisi tat (fig 284) - - -1*7 

Uterus, pilpeuan of (Fig 283) - • 185 


— hydrocele, diignosis from inguinal 

hernia (Figt 231, 232) - - - : 

— — eiaminalionoffluidfrom(Fig 323.2) : 
ttanslucency of (Figs 3«J. 3*4. *. «) 

204, 1 

— palpstion of thicVened ureter (Fig 294) 1 
3 ague nenv lesioru lestmg fyt 

\ancose ulcers (Fig 47) . 

— veins (Fig 44S) ; 

Vas deferens, palpation of (Fig 312) - : 

Veins (ree also ipmjie ceiiu) 

— superficial, enlargement of (Fig 16) - 


\isc<roplosu (Figt. 232-234) 

\ sscero pnrt ic chest * 

Viaibic penstalsis in pylonc st 


Volknason s rschmuc contrsetute (Fig 2 
VoItuIus ^ pelvic colon, manne cede 


\ominng tn acute ddatanon of stomach 

<F«g 374) - - - IS, 1*. 

sntcstmal obstruction * - - - , 

\on”ci^ffe7]!^i^7oBC goitro CFig 1J7) 


ALTERS. C. F. on auscultiuon of 

Wslian, Sir Ismes. on epieritic hTper- 
orsihesia m appcndicicis - - - 

— on fluctustKoi in thvreid adenonsao^- 
Uarta, plantar • - . . . - 

* Uaienng^n ’acronim and perineum (Fig 


U ebo'a test in deafness . > • • ' 

Weighing tbe Icsiu (Ftg 317) - - • » 

Whanon'e duct, ebemicoon of (Figt. 72-73) 

— — paJpilwn of • » - - • . 

Wluiel^e, Richard H. Anglin, on etfmion 

into knee-joint (F>t 399) - * S' 

Waian. Robert on retncimn ^ epigastnum 

in pciforaied pepuc ulcer - - a; 

Wsdoru tooib, tnsmus due to eruptson of < 
W'ounds of Deck, cervical aittipathetie 

— thorax (Fig I77) - - - - I: 

Wnst. median nerve Ision at (Fig 44*) - 3' 

— simple ganglion on doraum of, * spot • 

diagnosis of (Fig 35) - - - : 

W'nst-diop UI tnusculoapinl nerse injur? - 2( 


